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Abstract 
 
The aim of this study is to explore the experiences of young women undergoing 
weight loss surgery in relation to quality of life and health behaviour issues with a 
focus on reproductive health.   This is in light of the increasing numbers of women 
who have unsuccessfully tried conventional weight loss approaches and are now 
opting for surgical interventions in order to gain control of their weight and better 
assimilate into society.  Weight loss operations refer to a collection of permanent and 
reversible surgical techniques collectively known as Bariatric Surgery (“BS”), which 
have been demonstrated to be an effective and viable treatment to sustain weight-
loss in the severely obese.  These operations are unique in that they also have a 
positive influence on other medical conditions and aid long-term health, including 
resolving menstrual irregularities leading to improved female fertility. In recent years 
there has been an increase in women aged 18-25 years who have undergone BS. 
This age bracket correlates with the natural ‘peak’ in fertility and inevitably leads to 
some early post-surgery pregnancies with an increase in the risk of adverse health 
issues for both mother and (foetal development) child. 
 
Seven women (aged 18-25 years) responded via an on-line tool to share their 
experiences of undergoing BS, in one to one recorded interviews conducted via 
Skype.  All had undergone surgery within the private sector and were 6-24 months 
post-surgery at the time of the interview. Thematic framework was used to analysis 
and understand the personal narratives and identify semantic themes. The 
participants described their experiences in terms of three broad themes i) identifying 
a problem, ii) seeking help and iii) reality check. Transcending these themes was the 
‘cost’ which linked with the Subjective Expected Utility (SEU) Theory being the 
theoretical framework underpinning this study, based on the decision making model 
of behaviour (Edward 1954).   The majority of the participants described feeling 
optimistic after-surgery, however this was balanced against various costs (trade-offs) 
of positive/negative experiences and outcomes with a realisation for some that 
psychological issues still needed to be addressed.   
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These findings provide an insight to the physical and psychological experiences of 
young women who have undergone BS and offer awareness for health care 
professional and prospective participants considering/preparing to undergo BS. 
 
Key words 
 
Obesity, Experiences, Control, PCOS, Stigma, Body image, Contraception, Fertility. 
 
Significance of the Study 
 
Previous studies of young women (18-25 years) undergoing BS have been 
embedded within research focused on a mixed adult population, or adult females or 
women of childbearing age (18-45). This study will add to the existing literature by 
giving a voice and sharing personal experiences to support the increasing number of 
women (18-25 years) who are now opting for this treatment as a solution to their 
weight problems.  
MPhil Student: U6011614 
 
6 
 
Acknowledgments 
I am grateful and thankful for the support I have received from so many people in a 
variety of ways which was invaluable to me overcoming the challenges and being 
able to complete this thesis. 
I am especially thankful to my supervisors for their knowledge, support, 
encouragement and advice: 
Professor Jane Ogden 
Professor Jill Shawe 
Christopher Pring (Clinical Supervisor) 
A special thank you to Professor Jill Shawe for offering me the opportunity and 
funding for this study and furthering my education. Also, to Professor Jane Ogden, 
much appreciation for her words of wisdom, invaluable guidance, sense of humour 
and 'tough love' approach to keep me on track and ahead of schedule and keeping 
everything in perspective.    
Thank you for support in aiding recruitment:  
Chichester Hospital  
Ashtead Hospital 
Heart of England Hospital 
Weight loss info WLSinfo www.wlsinfo.org.uk   
British Obesity Surgery Patients Association (BOSPA) www.bospauk.org 
Carol Bowen-Ball www.bariatriccookery.com/carol-bowen-ball 
Andrew Barnes and Dr Marianne Coleman for sharing their knowledge and computer 
skills. 
MPhil Student: U6011614 
 
7 
 
I will always be grateful for the generosity of the participants who took part in my 
research and allowed me to share their experiences. 
Finally, I would like to acknowledged and thank my long suffering partner David and 
our daughter Bryony for their love, patience and understanding without their support I 
would never have completed this thesis.   
 
 
  
MPhil Student: U6011614 
 
8 
 
Table of Contents 
 
Declaration of Originality ................................................................................................... 3 
Abstract ............................................................................................................................. 4 
Significance of the Study ................................................................................................ 5 
Acknowledgments .......................................................................................................... 6 
Table of Contents .............................................................................................................. 8 
List of Figures .............................................................................................................. 12 
List of Tables ............................................................................................................... 12 
List of Abbreviations ..................................................................................................... 13 
List of Publications ....................................................................................................... 14 
Chapter One ....................................................................................................................... 15 
Introduction ..................................................................................................................... 15 
Aims of thesis .............................................................................................................. 18 
Mixed Method Design .................................................................................................. 18 
Structure of the thesis .................................................................................................. 19 
Chapter Two: Literature review ........................................................................................... 21 
Overview ......................................................................................................................... 21 
Definition ...................................................................................................................... 21 
Prevalence ................................................................................................................... 22 
Assessing obesity status .............................................................................................. 23 
Causes of obesity ............................................................................................................ 25 
Biological ..................................................................................................................... 26 
Environmental .............................................................................................................. 30 
Behavioural .................................................................................................................. 31 
Summary ..................................................................................................................... 38 
Health consequences ...................................................................................................... 38 
Physical ....................................................................................................................... 38 
Psychological ............................................................................................................... 39 
Summary ..................................................................................................................... 43 
MPhil Student: U6011614 
 
9 
 
Treatments ...................................................................................................................... 43 
Diet .............................................................................................................................. 43 
Exercise ....................................................................................................................... 45 
Medication ................................................................................................................... 45 
Bariatric Surgery .......................................................................................................... 47 
Summary ..................................................................................................................... 54 
Consequences of weight loss .......................................................................................... 55 
Physical ....................................................................................................................... 55 
Psychological ............................................................................................................... 56 
Health Behaviours ........................................................................................................ 58 
Summary ..................................................................................................................... 62 
Experiences of undergoing Bariatric Surgery ................................................................... 62 
Eating Behaviour .......................................................................................................... 68 
Relationships ............................................................................................................... 70 
Identity ......................................................................................................................... 73 
Body image .................................................................................................................. 73 
Negative Outcomes ..................................................................................................... 74 
Summary ..................................................................................................................... 76 
Overarching Theme: Control ........................................................................................ 77 
Theoretical context ....................................................................................................... 78 
Summary of Chapter ....................................................................................................... 79 
Aims ............................................................................................................................. 80 
Focus of Study ............................................................................................................. 80 
Significance of the Study .............................................................................................. 80 
Chapter Three: Methodology ............................................................................................... 81 
Outline of Methodology Framework ................................................................................. 82 
Design ......................................................................................................................... 83 
Study One: Quantitative Prospective Cohort ................................................................ 92 
Study Two: Cross-sectional Quantitative Study ............................................................ 98 
MPhil Student: U6011614 
 
10 
 
Study Three:  Qualitative Interview Study................................................................... 101 
Barriers and Limitations ............................................................................................. 106 
Chapter Four: Findings .................................................................................................. 109 
Sample ...................................................................................................................... 109 
Analysis of Findings ................................................................................................... 112 
Theme one: Identifying a Problem ............................................................................. 113 
Theme two: Seeking Help .......................................................................................... 122 
Theme Three: Reality Check...................................................................................... 134 
Summary of all the themes ........................................................................................ 142 
Transcending Theme ................................................................................................. 143 
Summary of Findings ................................................................................................. 144 
Overall Summary of Chapter ...................................................................................... 144 
Chapter Five: Discussion ............................................................................................... 146 
Overview of findings ................................................................................................... 148 
Theoretical implications .............................................................................................. 154 
Summary ................................................................................................................... 155 
Conclusion ................................................................................................................. 155 
Chapter Six:  Future Research and Reflections ............................................................. 157 
Reflections ................................................................................................................. 161 
Chapter Seven: References .......................................................................................... 163 
Chapter Eight: Appendices ............................................................................................ 176 
Appendix 1 -Invitation Letter Pre-Surgery................................................................... 176 
Appendix 2 – Advertisement ...................................................................................... 177 
Appendix 3 – Local Advertisement ............................................................................. 178 
Appendix 4 – Landing Page ....................................................................................... 179 
Appendix 5 – Copy of on line questionnaire ............................................................... 182 
Appendix 6 – Invitation Letter –Pre/Post-surgery participants .................................... 183 
Appendix 7 - Invitation letter for Interview................................................................... 184 
Appendix 8 – Interview: Participants Information Sheet .............................................. 185 
MPhil Student: U6011614 
 
11 
 
Appendix 9 – Interview: Consent Form ...................................................................... 188 
Appendix 10– Interview: Topic Guide ......................................................................... 189 
Appendix 11 Risk Assessment Form .......................................................................... 190 
Appendix 12 The University of Surrey Research Integrity & Governance Office (RIGO)
 .................................................................................................................................. 195 
Appendix 13 - The NHS Health Research Committee Yorkshire & The Humber - 
Sheffield Research Ethics Committee NHS ................................................................ 196 
Appendix 14 - The NHS Health Research Authority (HRA) ........................................ 197 
Appendix 15 - Developing a Quantitative Questionnaire ............................................ 198 
 
MPhil Student: U6011614 
 
12 
 
List of Figures 
 
Figure 1.1 Foresight systems map (2007) 
Figure 2.1 Diagram of Roux-en Y gastric bypass procedure 
Figure 2.2 Diagram of a vertical banded gastroplasty (VGB) 
Figure 2.3 Diagram of a Biliopancreatic diversion (BPD) or duodenal switch (DS) 
Figure 2.4 Diagram of a gastric band in situ 
Figure 2.5 Diagram of a sleeve gastrectomy procedure 
Figure 3.1 Methodological Concurrent Triangulation Design Convergence Model: 
(Creswell & Plano Clark, 2007) 
 
 
List of Tables 
 
Table 2.1 Classification of Overweight and Obesity by BMI, Waist Circumference, 
and Associated Disease Risks 
Table 2.2 Bariatric Surgical based on Restrictive and Malabsorptive Procedures 
Table 2.3 Contraceptive methods and co-morbidities (WHO 2015) 
Table 2.4 Experiences of undergoing Bariatric Surgery Literature Review   
Table 4.1 Details of the interviewees - Profile characteristics 
Table 4.2 Themes, Sub-themes and the Transcending theme 
 
   
 
 
 
 
  
MPhil Student: U6011614 
 
13 
 
List of Abbreviations 
 
 
AGB  Adjustable Gastric Banding 
BED  Bing eating disorder 
BMI   Body Mass Index  
BOMSS British Obesity and Metabolic Surgery Society  
BOSPA  British Obesity Surgery Patients Association  
BPD  Biliopancreatic diversion 
DS  Duodenal switch 
GBP   Gastric bypass procedure  
HCP   Health Care Professionals  
IUD  intrauterine device, or coil 
JIB  Jejunoileal by pass 
LAGB  Laparoscopic adjustable gastric band  
NBSR  National Bariatric Surgery Registry  
NES  Night eating syndrome 
NHS   National Health Service  
NICE   National Institute for Health and Care Excellence (UK)  
PCOS  Polycystic ovary syndrome 
PREPARE Programme of Research and Education in Preconception Care 
RIGO  Research Integrity & Governance Office  
RYGB   Roux-en-Y gastric bypass 
SG  Sleeve gastrectomy  
VBG   Vertical banded gastroplasty  
 
  
MPhil Student: U6011614 
 
14 
 
List of Publications 
 
The following work has been undertaken concurrently with the thesis with the main focus 
on women’s experiences and BS. 
 
Publications: Journal papers 
 
Whyte, M., Johnson, R., Cooke, D., Hart, K., McCormack, M., Shawe, J. (2016) 
Diagnosing gestational diabetes mellitus in women following BS: A national survey of 
lead diabetes midwives. British Journal of Midwifery, 24 (6). pp. 434-438. 
 
In press / preparation 
 
Jones A, Benwell AF, McCormack M, Warburton S, Gash D, Herring R, Cooke D (in 
press) Exploring the acceptability of delivering group-based diabetes structured 
education online. 
 
McCormack, M., de Oliveira Gozzo, T., Hart, K., Whyte, M., Cooke, DA., Robinson, 
A., Shawe, J. Women’s and Health Care Professionals Perspectives on Pregnancy 
after Bariatric Surgery (submitted) 
 
Robinson, A., McCormack, M., de Oliveira Gozzo, T., Hart, K., Whyte, M., Cooke, 
DA., Shawe, J Contraception and Counselling for Women Undergoing Bariatric 
Surgery: A Qualitative Pilot Study of Women’s Experiences and Health Care 
Professional Views (submitted) 
 
  
MPhil Student: U6011614 
 
15 
 
Chapter One 
 
Introduction  
 
The increasing prevalence of obesity in the UK has followed a similar trajectory to 
other developed and developing nations. Global forecasts made by the World Health 
Organisation (WHO) in 2014 propose that 700 million people will be classified as 
obese and approximately a further 2.3 billion will be overweight by 2015 (WHO 
2014).  Obesity is a health problem that impacts all sectors in society and the 
increasing prevalence has been described by the WHO as a global health epidemic 
(WHO 1997). 
 
It has been well documented that obesity in childhood significantly increases the risk 
of being obese in adolescence and unless addressed advances into adulthood 
thereby contributing to a lifetime of weight issues (Suchindran, North et al. 2010, 
Whitaker, Wright et al. 1997). The emotional and social burdens of being obese have 
been described as permeating all areas of everyday living (Ogden 2012), and 
negatively impacting health and well-being (Groven, Råheim et al. 2010, Bocchieri, 
Meana et al. 2002). Being obese increases the risk of developing co-morbidities 
include type II diabetes, cardiovascular diseases, obstructive sleep apnea, 
musculoskeletal disorders and menstrual problems (WHO 2014, NICE 2014).  Also, 
a high BMI is adversely associated with psychosocial problems such as negative 
body image (Sarwer, Steffen 2015) low self-esteem, prejudice, social stigma 
(Malterud, Ulriksen 2011) and social exclusion (Puhl, Heuer 2009, Pulgarón 2013) 
impairing quality of life (Fontaine, Redden et al. 2003, NICE 2014).    
 
In seeking a solution many obese individuals have unsuccessfully tried a myriad of 
self-managed behavioural interventions, including diets (Santos, Sniehotta et al. 
2017, Foster, Wyatt et al. 2003, Gibbons, Sarwer et al. 2006) exercise (Homer, Tod 
et al. 2016, Al‑Hazzaa 2016) pharmacological treatments (Manning, Pucci et al. 
2014, Rodgers, Tschöp et al. 2012), weight loss clinics and therapy to modify 
behaviour.  However, these approaches usually only offer temporary and/or short 
term respite to weight problems (Gloy, Briel et al. 2013).  In comparison with these 
conventional treatments a variety of surgical procedures to induce weight loss, 
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collectively referred to as Bariatric Surgery (“BS”) have been proven to be a more 
effective treatment and offer a longer term solution for obesity (Colquitt, Pickett et al. 
2014, Angrisani, Santonicola et al. 2015).  Many obese participants after repeated 
and unsuccessful attempts of conventional weight loss treatments seek as a last 
resort surgical interventions as both a solution and as an aid to assimilation in to 
society (Homer, Tod et al. 2016, Jensen, Petersen et al. 2014).   Aside, from the 
immediate benefits from BS which can be a 15-25% loss in body weight (Sjöström 
2013), this unique operation can additionally, reduce, put in remission or alleviate 
obesity related health co-morbidities such as type 2 diabetes, menstrual 
irregularities, sleep apnoea, hypertension and/or high cholesterol (NICE 2014).   
However, the predominant factor for women seeking BS has been reported as the 
desire for social acceptability (Jensen, Petersen et al. 2014, Homer, Tod et al. 2016) 
influenced by an amalgamation of psychosocial influences and a discontentment 
with existing physical appearance. Corresponding with this evaluation (Jensen, 
Petersen et al. 2014) qualitative study of young women’s body image describes how 
these women perceived surgical interventions such as BS to be the only option to 
change their social world, gain acceptance and offer ‘normalisation’ (Jensen, 
Petersen et al. 2014, Homer, Tod et al. 2016) and overcome social stigma (Ogden, 
Clementi 2010). 
 
While the literature supports the positive outcomes and health benefits of surgical 
intervention for weight loss, the number of obese participants undergoing BS via the 
National Health Service (NHS) is now declining, which is attributed to cuts in funding 
budgets (Welbourn, le Roux et al. 2016).  However, a specific sub-group identified 
from ‘The United Kingdom National Bariatric Surgery Register (NSBR) (2014) 
contradicts this trend (Welbourn, Small et al. 2014).  The NSBR is part of the British 
Obesity and Metabolic Surgery Society (BOMSS) which provides a comprehensive 
register of bariatric operations conducted within the National Health Service in the 
UK. The NBSR (2014) data for the financial year 2011-2013 recorded 16,956 
primary and 1,327 revisions or planned second stage surgical procedures. The 
report included a sub-division within the adult age range statistics of surgical 
procedures in the under 25’s category and recorded 462 females and 108 males 
(ratio of 4:1), with an average BMI of 48.7 kg/m2 (range of 31-81 kg/m2). The current 
NHS baseline recommendation for surgery is a BMI >40 kg/m2 or >35 kg/m2 for 
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those with serious health illness (co-morbidities) (NICE 2014).  Welbourn and 
colleague postulates that these figures may actually be under represented as 
operations conducted privately or abroad would not be included within the data and 
the true reflection of surgery within this population may therefore be actually higher 
(Welbourn, le Roux et al. 2016, Welbourn, Small et al. 2014). 
 
Current statistics illustrate the number of young women undergoing any form of BS is 
increasing and as such there is a need to gain more of an insight of the physical and 
psychological outcomes and experiences of this cohort. Whilst there is data to 
indicate improved quality of life and health behaviours post-surgery (Driscoll, 
Gregory et al. 2016, Raaijmakers, Pouwels et al. 2017), the literature is mainly 
focused on reports based on mixed gender studies or women within the reproductive 
age range (18-45 years).  Women undergoing any form of BS between the ages of 
18-25, are at an age which also, corresponds with female fertility naturally being at 
its peak (Rosenthal 2002).  However, this may not be physically evident because of 
menstrual dysfunctions experienced when obese, and on this basis contraceptives 
may not be perceived as necessary.  BS has been demonstrated to enhance female 
fertility by diminishing or ameliorating menstrual irregularities (Tan, Carr 2012), 
however, contraception options for obese women are limited in comparison with 
normal weight women (Alatishe, Ammori et al. 2013, Eid, Cottam et al. 2005), mainly 
because of health related co-morbidities associated with obesity.   Moreover, 
contraception options decrease further for women who have undergone BS, notably 
in the post-operative rapid weight loss phase for example the diaphragm or cap 
which is weight sensitive within a 3 kg range and would therefore not be a reliable 
form of protection (https://www.nhs.uk/conditions/contraception/contraceptive-
diaphragm-or-cap/).  As weight reduces and stabilises so contraceptive choices 
increase, however, this does not necessarily reflect uptake and as such young 
women who are undergoing BS are at risk of becoming pregnant sooner than 
planned (Eid-Arimoku 2012, Tan, Carr 2012).  Currently, there is a ‘gap’ in the 
research differentiating younger females (18-25 years) who may reflect a different 
association post-surgery and in recognition of the increasing numbers of younger 
women seeking surgery, which is the rationale for this study.  
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In summary, this study draws attention to a specific cohort of obese females (18-25 
years) undergoing BS and a ‘niche’ timeframe which corresponds with a natural peak 
in fertility.  This coincides with limited contraception options (Rosenthal 2002), and a 
need for behaviour change and/or adjustment contraceptive practices to pre-empt 
being at a risk of becoming pregnant sooner than planned.   
 
It is anticipated that the research findings from this study will also provide a greater 
understanding and psychological insight of the impact for the increasing number of 
young women undergoing weight loss surgery.  Furthermore, it is anticipated that the 
analysis will act as a platform for future studies to improve services and support 
(behaviour change) with an emphasis on fertility awareness for this specific cohort.  
 
Aims of thesis 
 
This present study aims to explore young female participants experiences of  weight 
loss from undergoing any form of BS with a focus on quality of life (mood, health 
status, self-esteem, body image) and aspects relating to health behaviours (diet, 
exercise, sexual health) together with an emphasis on contraceptive practices.  
 
Mixed Method Design  
This thesis at the outset incorporated a mixed-methods design using quantitative 
(self-reporting questionnaire) and qualitative (one-to-one interviews) methods and 
was initially based on three main studies two quantitative studies: a prospective 
cohort and a cross-sectional study and an qualitative interview study which where all 
planned to be conducted concurrently.  However, due to various constraints which 
will be discussed further in the methodology section, this thesis will only present the 
analysis of findings from the qualitative interview study.  
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Structure of the thesis 
 
The thesis is divided into eight chapters:  
 
Chapter one presents the introduction to this thesis commencing with a concise 
overview of the prevalence of obesity and weight related physical and psychological 
health issues.  This is followed with a brief outline of weight loss treatments with a 
focus on BS and the increase in the number of young women undergoing surgical 
intervention presenting the context for the research with the last section covering the 
aims and the proposed method of data collect. 
 
Chapter two commences with discussing in more detail the definition, prevalence 
and methods used to assess and classify obesity status.  This is followed with a 
review of causes of obesity relating to biological, environmental and behavioural 
factors (eating, exercise, sleep).  This next section provides a brief overview of the 
physical and psychological health consequences of being obese.  This is followed 
with details of the treatment options available covering diet, exercise, pharmacology 
therapy and with a focus on weight loss surgery.  The next section reviews the 
consequences of weight loss via BS from a physical, psychological and health 
behaviour perspective, and in line with the focus of this study is supported with a 
concise review of qualitative literature related to experiences and outcomes of 
undergoing BS.  This has been synthesised to highlight common themes across the 
different studies.  Chapter two ends with a summary illustrating how the lack of 
reporting on young women who have undergone BS (the rationale) has guided the 
research questions for this thesis.   
 
Chapter three presents the conceptual framework underpinning the methodology 
and provides an outline of the research protocol, encompassing details of ethical 
considerations, participant eligibility criteria, the recruitment process, data collection 
and documents developed for this thesis including construction of a questionnaire 
and an interview schedule .  The original design was based on a mixed method 
approach utilising three studies incorporating both quantitative and qualitative data 
collection and these studies are discussed in detail.  This is followed with details of 
the barriers and limitations experienced relating to the studies and the subsequent 
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changes made to this thesis.  This resulted in data analysis of the findings only being 
prepared on the qualitative study. 
 
Chapter four commences with a discussion of the findings relating to the qualitative 
study based on the three key thematic themes: 1) identifying a problem, 2) seeking 
help and 3) reality check, followed with an appraisal of the transcending theme ‘cost’. 
 
Chapter five is the penultimate section and discusses the interpretation of the 
findings and this is followed with an overall summary and conclusion. 
 
Chapter six is the final section and discusses the implications and reflections which 
also includes the limitations with conducting this thesis and the action taken to 
overcome the barriers.  The next section discusses the proposed implications for 
future search together with implications for practice. 
 
Chapter seven holds the references and chapter eight contains the appendices. 
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Chapter Two: Literature review 
 
Overview 
 
The chapter commences with a common consensus of the definition of the term 
“obesity”.  This is followed with data revealing the prevalence of obesity worldwide 
and within the United Kingdom (UK) in particular and a forecast of the financial 
implications from a societal view.  The next section discusses current conventional 
methods of assessment and classification of obesity status together with an overview 
of the causes of obesity.  This is followed with a synopsis of current and competing 
theories of the etiology of obesity based on biological, environmental and 
behavioural aspects.  Next to be discussed is the physical and psychological health 
consequences characteristically associated with being obese.  This is followed with 
details of weight loss treatments encompassing dieting, exercise, medication and 
surgical intervention, with the latter being the main focus of the discussion. This is 
followed with a brief history of weight loss operations, and an overview of different 
types of surgical procedures.  A review was conducted of the consequences of 
weight loss outcomes relating to surgical intervention in respect of physical changes, 
psychological aspects, health behaviours, quality of life and fertility.  This is followed 
with a broad search of qualitative literature which was undertaken relating to the 
main aim of this study, focusing specifically on female participant’s experiences of 
undergoing surgery to assist and guide this research project. Lastly, an overall 
summary of the chapter. 
 
Definition 
 
Obesity in 1997 was defined by the World Health Organisation as a chronic illness 
and as a preventable medical condition (WHO 1997) and one that is equally 
intertwined with physical health problems and psychological issues (Lindekilde, 
Gladstone et al. 2015, Hachem, Brennan 2016).    
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Prevalence  
 
The World Health Organisation report (WHO) 2014 classified 1.9 billion (39%) of 
adults globally as overweight and of these 600 million (13%) were obese (WHO 
2014).  Epidemiological data from the (Health and Social Care Information Centre 
(HSCIC) 2015)  reported 61.7% of the United Kingdom (UK) adult population as 
being overweight, with 27% of women compared with 24% of men in the obese 
category and of these 3.6% of women were classified as morbidly obese compared 
to 1.8% of men (Parliament House of Commons. 2016).  The Department of Health 
(2009) in the Forsight Report (2007) noted that based on current trends the number 
of people classified as obese in the UK will have doubled by 2050, and would 
represent 50% of the adult population (Forsight 2007).  Compared with worldwide 
statistics (WHO, 2014) the prevalence of obesity in population percentage terms is a 
third higher in the UK (WHO 2017).   
 
The financial implications of the growing pandemic of obesity worldwide are 
increasing exponentially.  The Lancet fiscal prognosis for the UK is estimated to be 
in the region of £2 billion per annum to accommodate the medical costs for treating 
11 million more obese adults by 2030 (NICE 2014).  In support of this, the Foresight 
report (2007), longitudinal prediction for NHS obesity related expenditure is forecast 
to increase to £10 billion per annum by 2050 to cover the costs of the associated 
health care that will be required (Forsight 2007).  As such, there is a focus in 
‘developed’ countries to advance preventative measures and increase treatment 
options to address both the health and economic implications of this escalating 
problem (O'Brien 2015).      
 
In past centuries being overweight was associated with privilege, wealth and 
wellbeing, however, the contemporary pattern is now reversed especially within 
economically developed countries (Eknoyan 2006, Caballero 2007).  The World 
Health Organizations Europe (2012) report that the prevalence of obesity and weight 
associated problems are greater in disadvantage and lower socioeconomic 
populations, with a stronger association with women (World Health Organizations 
(Europe) 2012).  
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Assessing obesity status 
 
Status and classification of obesity are assessed by a variety of methods which 
include non-invasive and technical approaches. The most commonly used is an 
inexpensive and non-invasive inclusive (age and gender) classification index, based 
on body mass index (BMI).  This is a computational measurement based on height 
and weight, calculated by dividing weight in kilograms (kg) by height in meters 
squared (m²) to estimate percentage of body fat (NICE 2014).  The origins of this 
index were the work of a Belgium statistician Adolphe Quetelet in 1832, from his 
quest to define the physical characteristics of the average man (Eknoyan 2008).  The 
Quetelet index as it was then known was based on measurements of Anglo-Saxon 
individuals and was not obesity related.  However, following a study of computational 
weight formula comparisons by Ancel Key 1975, this index not only achieved validity 
but also gained association with obesity as a measurement tool.  Keys also re-
named the Quetelet index to the Body Mass Index (BMI) (Eknoyan 2006).   In the 
1980’s the WHO used this classification index to evaluate and establish the 
prevalence of obesity across populations with the MONICA (monitoring trends and 
determinants in cardiovascular disease) project (WHO 1987).  This large study 
enhanced the profile of the BMI classification index and was an influencing factor in 
this assessment gaining general acceptance (Eknoyan 2008).  The main limitation of 
the BMI index is that it is only a surrogate or proxy marker, which does not offer a 
direct measurement for body fatness or differentiate between muscle and fat.  Also, 
the original index was based only on Anglo-Saxon individuals and as such 
drawbacks also extend to other ethnicity groups, hence the Asian and Chinese have 
subsequently developed their own classification scale (Weng, Liu et al. 2006).  
 
An alternative and equally inexpensive method of analysis is based on waist 
circumference measurements in relation to waist to hip ratio (WHR) or waist to height 
ratio.   This approach offers a proxy measurement for visceral fat and can also be 
used in conjunction with and to supplement the BMI index (NICE 2014).  Waist 
circumference measurements offer more of an assessment for weight associated 
health risks especially for individuals who have a BMI classified with the intermediate 
range of normal or overweight  (WHO 2014).  The location of fat deposits 
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(abdominal/visceral fat) are also a key factor to indicate the propensity of developing 
obesity-related health problems such as developing Type 2 diabetes (NICE 2014).  
 
Table 2.1 Classification of Overweight and Obesity by BMI, Waist Circumference, 
and Associated Disease Risks 
 
   
Disease Risk* Relative to Normal Weight and 
Waist Circumference  
 
BMI 
(kg/m2)  
Obesity 
Class  
Men 102 cm (40 in) or less 
Women 88 cm (35 in) or 
less  
Men > 102 cm (40 in) 
Women > 88 cm (35 
in)  
Underweight < 18.5   -  -  
Normal 18.5–24.9  
 
-  -  
Overweight 25.0–29.9  
 Increased  High  
Obesity 30.0–34.9  I  High  Very High  
Sever 
Obesity 
35.0–
39.9  II  Very High  Very High  
Morbid 
Obesity 40.0 +  III  Extremely High  Extremely High  
 
Downloaded from: 
https://www.nhlbi.nih.gov/health/educational/lose_wt/BMI/bmi_dis.htm  
(National heart Lungs and Blood Institute (nhlbi) ) 
 
In comparison, technical measurements used to assess obesity classification 
included the Bioelectrical impedance analysis (BIA) and air-displacement 
(plethysmography), both of which have become popular alternatives since the 1990 
(Dehghan, Merchant 2008).  
 
The BIA method estimates body composition using an electrical current which is 
passed through the body via hands and feet.  The BIA equation differentiates 
between water based (conductor) with fat mass (an insulator), enabling a reading of 
lean body mass to be obtained.   This analysis can reveal high levels of body fat 
even in individuals who are regarded as being of average weight.  As a result of the 
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capability of BIS to offer a sensitive reading for body fat, it is also a popular 
assessment tool with athletes (Dehghan, Merchant 2008, Kyle, Bosaeus et al. 2004). 
   
Another, technical assessment is the plethysmography method which measures the 
human body indirectly via air displacement via apparatus which determines the 
volume of air displaced in an enclosed chamber such as the BodPod.  This 
technique calculates body mass, fat mass, body volume and also estimates 
metabolic rate.  This is the rate at which cells release energy from food and varies 
due to influences including age, gender, genetics, ratio of muscle to fat and physical 
activity (Wells, Fewtrell 2006).  
 
Both of these technical methods offer a higher degree of accuracy for calculating 
body fat however, the shortcomings of these options are associated with cost of 
apparatus and specialist knowledge required to operate the equipment (Wells, 
Fewtrell 2006, Dehghan, Merchant 2008).   
 
The above methods are able assess and classify obesity, however none of these 
approaches offer an explanation for the causation of obesity,key influences of which 
will be discussed next. 
 
Causes of obesity 
 
A simplistic overview describes the cause of obesity as the consequence of an 
energy in-balance, from a higher than needed energy intake (food) combined with 
lower energy expenditure (physical activity) (NICE 2014, Hill, Peters 1998).  The 
result is an accumulation of excess energy amassing in deposits of adipose tissue 
(body fat) to an extent which has an adverse effect on health (NICE 2014). This 
basic explanation of causation describing a mismatch of energy also implies that 
obesity can be prevented or reversed by adjusting and reducing energy intake and/or 
increasing energy output (Delaet, Schauer 2010).  However, the aetiology of obesity 
has been argued as not being a disorder of a lack of will power but more complex 
and multifaceted with key influences based on biological (genetic dispositions and/or 
metabolic) (Silventoinen, Rokholm et al. 2010), social (environmental, cultural 
(obesogenic society) (Oddy, Atkins et al. 2009) and, psychosocial (psychological and 
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social) and/or a combination of these factors (Ogden 2012).  These themes also 
correlates with the Foresight Report (2007) conceptualisation of obesity. 
 
Figure 1.1 Foresight systems map (2007) 
 
 
 
 
A review of these competing theories and themes will be briefly discussed to offer an 
explanation for the increasing prevalence of obesity in society today.   
 
Biological 
 
Obesity has been observed to run in families and the biological hypothesis supports 
this tenet that some individuals are pre-disposed to becoming obese based on 
genetic (Stunkard, Harris et al. 1990, Chaput, Pérusse et al. 2014; Foresight 2007)  
and metabolic theories (Salans, Horton et al. 1971, Han, Lean 2016).  The risk of 
becoming obese has been mainly attributed not to a single gene but rather a 
combination of several genes (polygenic), and weight build-up can also exacerbated 
by metabolic disorders with an in-balance of hormonal regulators (Jou 2014, Han, 
Lean 2016).  
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Research supporting the concept of a hereditary component for obesity has been 
demonstrated with a variety of nature verses nurture twin based studies based on 
the pioneering work of Stunkard and colleagues (Stunkard, Sørensen et al. 1986).  
Studies drawing on samples of twin participants especially identical twins offer a 
more robust and scientific measure when compared with other variables or 
components such as environmental factors or changes induced by lifestyle.  Identical 
or monozygotic (MZ) twins share nearly 100% of their genes and are also identical at 
the level of DNA (Deoxyribonucleic acid) which is the genetic ’blueprint’ of an 
individual.  Whereas, non-identical or "Fraternal" or dizygotic (DZ) twins generally 
only share about 50% of their genes (Naukkarinen, Rissanen et al. 2012) the same 
as first degree relatives (parents/siblings).   However, data drawn over a 35 years 
period from The Quebec Family register revealed first degree relatives to only offer a 
20% - 50% determinant of obesity (Chaput, Pérusse et al. 2014). 
 
To demonstrate the genetic theory Stunkard and colleagues (Stunkard, Sørensen et 
al. 1986) compared hereditary factors with twins reared apart to assess 
environmental influences in relation to weight in adulthood.  The sample included 
three groups of participants: adoptees, adoptive parents and biological parents, who 
were clustered according to their weight into four classes (thin, median weight, 
overweight, obese).  The adoptees were drawn from the Danish adoption register 
and comprised of 540 adult participants who had been adopted before their first 
birthday between 1927 and 1947, hence a limited opportunity for the biological family 
to influence either eating and activity habits. The results revealed a strong 
relationship across all weight domains with adoptees and their biological parents and 
this weight association was more notable with the biological mother.  Whereas, the 
adoptive parents and adoptees had no weight association. This study illustrated how 
hereditary components were more of a determinant of weight destiny compared with 
shared environmental factors and non-biological family issues (Stunkard, Sørensen 
et al. 1986). 
 
Building on this research a study of 673 pairs of Swedish identical (247) and fraternal 
(426) twins to evaluated genetic/biological influences with environmental factors on 
BMI (Stunkard 1991, Stunkard, Harris et al. 1990). Comparisons were made with 
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twins who were brought up and shared the same environment with twins who had 
been raised apart. The findings revealed that the identical twins (MZ) with the 
stronger genetic connection had virtually the same weight irrespective of their 
environment whereas there was some variation with the fraternal twins (DZ). 
Stunkard and colleagues (1990) stated “We conclude that genetic influences on 
body-mass index are substantial, whereas the childhood environmental has little to 
no influence “(p.1483) (Stunkard, Harris et al. 1990).  Genetic predisposition 
provides more of a determinant for weight classification, and also supports Stunkard 
and colleagues’ 1986 previous study (Stunkard, Sørensen et al. 1986). 
 
Following this pioneering research there has been generations of extensive research 
contributing to approximately 60-70% of data based on twin based studies which 
have given further scientific strength to support the gene theory (Han, Lean 2016, 
Naukkarinen, Rissanen et al. 2012).  Silventoinen and colleagues (2010) systematic 
review of nine twin and five adoption studies reviewed genetic-environmental 
influences on obesity in relation to childhood and adolescence (up to age 18 years) 
(Silventoinen, Rokholm et al. 2010). Whilst, genetic factors remained a dominant 
influence, there was variation with common environmental factors which were not as 
strong an influence most notably in the age range of 14 to 17 years.  The disparity at 
this age range may be more associated with the adolescence period which is a 
period associated with changes in relation to independency and identity as proposed 
by Erikson (1959) (Myers 2013). 
 
However, Naukkarienen and colleagues recent study with a unique twin sample 
found the gene theory to only offer a simplistic overview and propose determining 
the causes of obesity to be more heterogeneous.  A small rare sample of MZ twins 
presented an opportunity to explore the complexity of obesity further.  The sample 
was based on a pair of identical twins who had shared a similar environment and 
included one twin who was obese and the other was lean.  The cross-sectional study 
of 16 pairs of young adult obesity-discordant MZ twins was drawn from a pool of over 
5,000 twin pairs from the Finnish Twin Population to assess metabolic health.  The 
samples were aged 22.8 to 35.8 years with a mean difference in weight between the 
pair of 17 kg, and comparable weight problems manifesting at a similar age.  An 
assessment of body fat distribution revealed that the obese co-twins were either 
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‘metabolically healthy’ or had a 7 fold increase in liver fat and an increased insulin 
level together with higher blood pressure.   The study also revealed ‘metabolically 
healthy’ but obese co-twin also had 11% more fat cells than their lean twin pair 
(P=0.069). The outcome of this study illustrates that metabolic disturbances can also 
vary with MZ obese individuals (Naukkarinen, Heinonen et al. 2014), offering another 
example of the complexity of determining the causes of obesity. 
 
Another study which focus on metabolic homeostasis association with obesity was 
reported in a pioneering and controversial 10 week overfeeding experiment 
conducted at the Vermont State Prison by Sims and colleagues in 1967 (Salans, 
Horton et al. 1971). The study assessed if individuals were metabolically pre-
disposed to being either thin or overweight.  The objective for the 20 participating 
male inmates was to increase their body weight by 25% from a controlled high 
calorific diet and as an incentive were offered early release from prison.  Assessment 
of their metabolism recorded an increase of up to 50% as the weight increased and 
then slowed down as the weight decreased.   Overall, the group only increased body 
weight by 20.9%, and the majority of participants lost the weight relatively easily as 
the body metabolically or ‘naturally’ restored balance to the inmate’s original or set 
body weight.   In comparison, two participants who had a family history of obesity 
and had gained weight easily, struggled to return to their pre-study weight. This 
study illustrates metabolism to be predetermined (thin or fat) and weight set, 
whereby thin people do not easily become fat and fat people struggle to become 
thin. One of the limitations of this study was the male-only sample, and as such this 
study does not provide a true reflection of society. This limitation was addressed by 
Professor Le Roux, who repeated the experiment with a more representative sample 
of males and females who were also ethnically diverse. The findings support Sim’s 
outcome, namely that biological influences play a determining role in regulating the 
body’s natural weight irrespective of how much is eaten.  Likewise, individuals who 
do not have this metabolic genetic or active ‘regulator’ will be more prevalent to 
becoming obese.  Whilst, scientifically reported in a BBC documentary (2009) 
Professor Le Roux confirmed via an email that the literature on the experimental 
data was currently unpublished.   
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In summary, biological theories (genetic and metabolic) have illustrated hereditary 
factors to be a key influence of being at risk or pre-disposed to developing obesity, 
however, biological changes tend to evolve over generations rather than years and 
as such this rationale does not completely provide an answer for the dramatic 
increase in the number of people now classified as obese (Ogden 2012).  In 
comparison, environmental factors have changed rapidly over the last decade(s) and 
the influence of these effects will be reviewed next. 
 
Environmental  
 
Environmental changes have also followed a similar trajectory comparable with the 
dramatic increase in obesity rates.  Environments have changed greatly over the last 
50 years, with population densities increasing, larger shopping centres, with fewer 
recreational facilities and/or parks, increases in industrial developments, and more 
motorised transport to access the changes in the infrastructure (Egger, Swinburn 
1997, Papas, Alberg 2007, Ogden 2012; Foresight 2007).   These changes in the 
environment have also been described as an ‘obesogenic environment’, defined as 
the ‘sum of the influences that the surroundings, opportunities or conditions of life 
have on promoting obesity in individuals and populations’ (p.292) (Swinburn, Egger 
2002).  
 
In addition, lower socioeconomic locations (deprived areas) are more likely to be 
areas which have also been described as ‘food deserts’, where there is a lack of 
affordable healthy food options and more of a reliance on smaller shops offering less 
fresh produce and more prepared/packaged meals (Oddy, Atkins et al. 2009, 
Burgoine, Forouhi et al. 2014). These areas are also reported to have access to a 
higher percentage of fast food outlets where meal options are dominated by cheaper 
more energy-dense (calorific) foods, which are nutritionally low but high in fats, salt 
and sugar compared with home cooking (Adams, Goffe et al. 2015).    Recognising 
these issues and in an attempt to reduce the prevalence of obesity and improve the 
nation’s health, the UK government via the Public Health Office, are now trying to 
modify the environment by regulating the growth of fast food outlets (Public Health 
England 2014).  In addition the Foresight (2007) review also highlighted the need to 
address the obesity crisis with policies aimed at promoting health to encompass an 
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individual audience and from a societal and environmental perspective (Foresight, 
2007). 
 
In summary, the evolution of a contemporary environment together with changes in 
dietary trends have had a negative influence in supporting a healthy lifestyle, 
compounding the chances of individuals becoming obese (Papas, Alberg 2007; 
Foresight, 2007).  However, not everyone sharing the same environment is obese 
and this presents a shortcoming of this theory and draws attention to the influence of 
lifestyle and behaviour. 
   
Behavioural  
 
A modern or contemporary environment has been described at a macro level as 
having a negative health influence; however, the prevalence of becoming obese is 
also attributable at a micro level to an individual’s lifestyle and behaviour (Foresight, 
2007).  There are three principal lifestyle contributors which independently and 
adjunct have a profound influence on weight and these are related to eating patterns 
(diet), physical activity (exercise) and sleep patterns.  An overview of these features 
will be discussed.  
 
Eating Patterns 
Eating patterns and food choices are predominately established at an early age, 
mainly influenced by family habits, culture and social traditions.  From a 
psychological perspective eating patterns and food choices encompass three key 
theories relating to 1) the developmental model 2) cognitive model and 3) the 
psychophysiological model.  However, for the purpose of this thesis only the 
developmental model will be briefly reviewed (Ogden 2010). 
The developmental model is associated with the following theories relating to 
exposure, social learning and associative learning.  Exposure encompasses food 
availability and variety within the diet.  Social learning has been illustrated to shape 
attitudes and eating behaviours and reflects the influence of role models (parents, 
peers and media) relating to food choices and preference which can be based on 
healthy or unhealthy options.  Birch and colleagues (2000) found eating behaviour of 
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young girls were strongly correlated with their mothers, notably those who were 
preoccupied with their own weight and practiced dietary restraint, influenced their 
daughters to have a similar attitude to food (Birch, Fisher 2000). This association of 
mothers influenced will be discussed later. Another example of parental modelling 
and influences reported a strong correlation with children’s snack intake (times and 
size) together eating motivations and body dissatisfaction (Brown, Ogden 
2004). Peers were also been noted as having an influence on attitudes to food 
preferences with a positive correlation being reported from a survey of 10-12 year 
old children between likeability of peers and disordered eating (Meyer, Gast 
2008).  Food preference selection has also been illustrated to be associated with 
media influences with branded characters dominating food choice over non-branded 
or unknown characters even when linked with healthy food options (Kotler, 
Schiffman et al. 2012).    
Associated learning is based on moods and also acts as a behaviour ‘reinforcer’ 
where food may are paired with either positive (reward) or negative experiences.  A 
small study explored variation of induced mood state (sad or happy) via films and 
food intake with comfort eating. Participants who viewed the unhappy film consumed 
more popcorn illustrating low mood is associated with eating more (Garg, Wansink et 
al. 2007).  Participants who are also stressed or depressed have been reported to 
increase their consumption of carbohydrates and fats and raise serotonin levels 
(Gibson 2006).   
It has been well documented that obesity is associated with maladaptive eating 
patterns), and this behaviour is based on a lack of physical cognitive restraint with 
controlling consumption, which not only results in accumulating excess weight but 
also cultivates a poor relationship with food (Ogden 2010).  This may be intensified 
with psychological issues such as emotional eating (not linked with feelings of 
hunger), but associated with a broad array of moods (low or sad or angry), which 
may further exacerbated poor food choices together with generous portion sizes, 
notably with prepared foods including those from fast food outlets (Nielsen, Popkin 
2003).   
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Maladaptive eating patterns may also have evolved from unsuccessful dieting and 
weight cycling (Ogden 2012), with failed attempts to control eating behaviour 
fostering feelings of ‘learned helplessness’ being unable to avoid a negative outcome 
(Peterson, Maier et al. 1993). In this scenario an individual will stop striving for 
change and accept the negative outcome (of being obese) by giving up dieting.  
Maladaptive or negative eating patterns include habitual over-consumption at any 
time of day either by eating constantly also described as ‘grazing’ (Saunders 2004) 
or overindulging (binging).  Zellner and colleagues (2006) study of food choices 
under stress reported dietary changes with an increased preference for unhealthy 
(high fat or sweet) foods and this was more notable with individuals who had 
described themselves as dieters (restrained eaters) (Zellner, Loaiza et al. 2006). 
  
Currently, the most prevalent eating disorders with obese individuals seeking surgery 
include night eating syndrome (NES) and/or binge eating disorders (BED) (Allison, 
Wadden et al. 2006) . NES is an eating disorder originally described by Stunkard 
(1955) (Stunkard, Grace et al. 1955), and is now included in The Diagnostic and 
Statistical Manual of Mental Disorder (DDM-IV-TR) within ‘Other Specified Feeding 
or Eating Disorder’ (American Psychiatric Association 2013).  Diagnosis of NES is 
founded on three of the following associated symptoms: lack of appetite in the 
morning (morning anorexia), urges to eat in the evening/at night (evening 
hyperplasia) (Allison, Wadden et al. 2006, Niego, Kofman et al. 2007)  consuming 
25% of daily food intake after evening meal), a pattern of nocturnal waking (Niego, 
Kofman et al. 2007) eating in order to go back to sleep, depressed mood and/or 
difficulty sleeping (Allison, Tarves 2011).  The prevalence of pre-BS participants with 
NES is unclear with reports ranging from 1.9% (Allison, Wadden et al. 2006) to 
17.7% (Zwaan, Mitchell et al. 2015).  
 
Binge eating disorder (BED) a similar maladaptive eating practice without the 
nocturnal element was also identified by Stunkard (1959) BED is characterised by a 
loss of control with frequent and recurrent episodes of eating large quantities of food 
over a short period of time when not hungry and without purging (vomiting) (Allison, 
Wadden et al. 2006, Niego, Kofman et al. 2007).   BED is now also included in The 
Diagnostic and Statistical Manual of Mental Disorder (DDM-V-TR) an accepted 
nomenclature for the classification of mental disorders (American Psychiatric 
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Association 2013) BED had been previously classified as an eating disorder not 
otherwise specified.  Another excessive and compulsive eating disorder is Bulimia 
Nervosa which is also accompanied with purging.  However, reports vary regarding 
the percentage of participants with a history of maladaptive eating practices 
presenting for BS. 
 
A cross-sectional study with 91 women and 19 men, was sub divided based on self-
reporting into three categories comprising of non (48%) or moderate (28%) or severe 
(24%) binge eaters. The results of these BS participants revealed one year after 
surgery, greater weight loss with participants who had reported severe BED pre-
surgery (Malone, Alger-Mayer 2004). This outcome conflicts with a five year study of 
laparoscopy band participants, which compared BED (n=130) and non-BED (n=249) 
with comparable pre-surgery BMI and found no difference in percentage of excess 
weight loss. However, it was recognised that the BED participants had received 
more medical support with post-operative band adjustments (Busetto, Segato et al. 
2005). 
 
A comprehensive literature review by Niego and colleagues (2007) identified 32 
studies (14 cross sectional, 14 prospective and 4 retrospective) relating to BED and 
BS outcomes (Niego, Kofman et al. 2007).  The review reported no differentiation 
between surgical procedures however, the author’s overview reported an association 
with BED continuing post-surgery and attenuating weight loss (Niego, Kofman et al. 
2007). The reviewers also noted variability in weight loss outcomes with 
assessments that were made before or after what has been termed the ‘honeymoon’ 
period circa 18-24 months and this is in line with other reports (Wadden, 
Faulconbridge et al. 2011). This working group of author’s had originally reported no 
significant differences at the 12 months marker between BED and non-BED 
participants.  However, a more recent study comparing outcomes at 24 months 
reported a significant difference from baseline weight with the BED participant’s loss 
of 18.6% compared with non-BED BS participants of 23.9% weight loss (Chao, 
Wadden et al. 2016).  At 12 months both groups of participants had lost a 
comparable amount of weight; however the difference at 24 months would indicate 
more support is required for the BED participants to achieve long term success 
(Chao, Wadden et al. 2016). 
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In addition, portion sizes have generally increased in recent years especially with 
some prepared or convenient meals offering very generous servings (Nielsen, 
Popkin 2003), encouraging more food to be consumed as individuals often feel 
obliged to eat what has been served rather than out of hunger (Ogden 2010). 
Similarly, a recent study explored ‘portion distortion’ of food and found that regular 
visual exposure to larger meals altered perception of normal portion size (Boothroyd, 
Tovée et al. 2012). The on-line quantitative study with 150 participants used visual 
images of ‘normal’ portion sizes with images of the same food (meal) on the same 
size plate with three different portion sizes (small, intermediate and larger). 
Participants, who were primarily exposed to either small or larger portions, were then 
required to make a comparison with the intermediate portion. Those who were 
primarily exposed to larger portion sizes reported this as the ‘ideal portion size as 
‘normal’, whereas those who were primarily exposed to the smaller portion sizes 
reported a smaller portion size as the norm (Robinson, Oldham et al. 2016).  The 
authors proposed trying to incentivize and promote downsizing and reducing portion 
size as a means of assisting with the obesity crisis.    
 
Maladaptive eating patterns together with consuming more food than necessary on a 
regular basis contributes significantly to becoming obese. Conversely, athletes 
equally consume large amount of calories without becoming obese as their energy 
input is balanced with regular calorie expenditure via exercise. 
 
Physical Activity 
 
Physical activity is a key element of energy expenditure and long term weight 
management, whereas, physical inactivity exacerbates weight problems especially 
when coupled with a poor relationship with food and/or habitual over-consumption. 
Whilst, the health benefits of being physically active are commonly known 
incentivizing overweight or obese individuals to regularly exercise presents another 
challenge.  Disinterest may be attributed to physical problems such as limited 
mobility or psychological issues including stigmatization which have been reported to 
be exacerbated with gym attendance (Miller, Hale et al. 2015, Homer, Tod et al. 
2016).   
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In addition, industrial developments and technological advances have also 
dramatically reduced many aspect of physical activity in everyday life (Foresight 
2007). Key factors influencing this change include an overall decline in manual work, 
coupled with labour saving household appliances together with an increase and 
accessibility with public/private motorised forms of transport (Bell, Ge et al. 2002). 
Furthermore, many shopping centres are only accessible by transport, coupled with 
the option of ‘bulk’ rather than daily buying, or on-line line shopping and home 
delivery all of which have drastically reduced the need for physical activity (Foresight 
2007). These changes and aids have generally increased leisure time, and 
conversely have been reported as being filled with more sedentary pursuits such as 
watching television or engaging with electronic or computer activities reducing 
energy expenditure (Piirtola, Kaprio et al. 2016).    
 
A comparison of long term leisure time physical activity difference was explored over 
a 35 year follow up period 1975, 1981, 1990 and 2011 (Piirtola, Kaprio et al. 2016).  
A survey was conducted with participants were drawn from the Finnish Twin Cohorts 
with 5254 twins (59% women).  Twin based studies have an experimental advantage 
of being more scientifically robust allowing for genetic and childhood environmental 
factor.  Whilst, most participants were physically active, the study illustrated 
significant health differences with active twin relating to lower body weight, BMI and 
fat percentages compared with the inactive co-twin.  This outcome was further 
attenuated with identical twins and highlights the value of long term physical activity 
to aid weight management.  
 
A comprehensive Cochrane literature review of 43 studies, of 3476 adult participants 
who were overweight or obese at the baseline, showed that body weight loss change 
was achieved with physical activity intervention and this was greater when coupled 
with a balanced diet (Shaw, Gennat et al. 2008) and healthy lifestyle including good 
sleep patterns. 
 
Sleep  
 
The last weight related behavioural influence to be discussed is sleep which is 
equally important as a third of our lives are spent in this state, although the duration 
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varies within our lifetime. Good quality sleep is necessary for physical health and 
psychological wellbeing (Berkey, Rockett et al. 2008, Hanlon, Tasali et al. 2016).  
There is growing evidence within the literature of a negative association between 
poor sleep patterns or inferior quality of sleep increasing the risk of developing 
obesity.  Berkey and colleagues (2008), one year longitudinal study with a population 
of >5000 adolescent females (14-21 years) used a self-reported questionnaire to 
review recreational time (sleep, internet use, coffee and alcohol).  The study reported 
that short sleep cycles increased both BMI and the risk of developing obesity 
(Berkey, Rockett et al. 2008). Supporting this finding Hanlon and colleagues study 
(2016), with a smaller population explored this aspect in more detail by observing the 
relationship between the endocannabinoid systems, sleep and weight gain.  
Fourteen healthy young volunteers were monitored for hunger and eating habits in 
relation to the number of hours slept during a four-day stay at a University’s Clinical 
Research Centre. In the first part of the study participants had an average of 7.5 
hours sleep and this was then compared with sleep was reduced to only 4.2 hours. 
Hormonal measurement for the hormone ghrelin, an appetite enhancer and leptin 
associated with satiety were recorded together with eating patterns. An increase in a 
lipid endocannabinoid (known as 2-AG) levels was recorded when the subjects were 
sleep-deprived together with higher scores of hunger and a desire to eat. When the 
participants were sleep-deprived they ate twice as much fat (snacks) compared to 
when they had more sleep (Hanlon, Tasali et al. 2016).  This relationship is also 
supported in Beccuti and colleagues (2011) synopsis of literature which cites similar 
experiments linking sleep deprivation with an increase in consumption of 
carbohydrate rich foods (Beccutia, Pannaina 2011).  Similarly, participants 
diagnosed with maladaptive eating patterns such as night eating syndrome (NES) 
which is characterised by a lack of appetite during the morning and an increase in 
hunger later in the day and at night as being attributed to a delay in the circadian 
rhythm as originally described by Stunkard 1955 (Stunkard, Grace et al. 1955, 
Allison, Wadden et al. 2006). 
 
A recent pioneering cross-sectional study of 119,859 adults (37-73 years) reviewed 
the interaction between sleep characteristics with genes in relation to obesity. The 
results revealed an association with individuals who had abnormal sleep duration of 
either short (less than 7 hours) or long (more than 9 hours) to have an adverse 
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influence on body weight predominantly with participants who were genetically 
predisposed to be at a high risk of developing obesity (Celis-Morales, Lyall et al. 
2017). 
 
Summary 
 
Current literature has illustrated the risks of developing obesity to be associated 
independently and adjunct with biologically elements such as hormonal and 
metabolic imbalances (internal), coupled with a negative lifestyle or behavioural 
patterns (external influences at a micro level) and further compounded with an 
‘obesogenic’ environment (external influences at a macro level (Foresight 2007; 
Chaput, Pérusse et al. 2014).  However, irrespective of the combination of probability 
or influences of how an individual becomes obese the risks of developing detrimental 
physical and psychological health associated problems are augmented. 
 
Health consequences 
 
This section offers a brief review of the health consequences arising from being 
obese in relation to both physical problems and the less conspicuous or apparent 
psychological issues. 
   
Physical  
 
The physical consequence of continually carrying surplus weight affects all bodily 
organs and joints and also increase the risk of developing a myriad of serious health 
problems such as heart disease, type 2 diabetes, obstructive sleep apnoea, 
hypertension, non-alcoholic steatohepatitis many of these will require multiple 
medications (polypharmacy) to manage such health problems (NICE 2014).  
 
The link between health and weight was noted in the early 1920’s via the life 
assurance industry, and was based on actuarial studies which demonstrated a 
negative association between body weight (overweight) and increased risk of 
mortality (Eknoyan 2006).  A more recent study based on computational modelling 
estimates that the physical health problems associated with type 2 diabetes and 
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cardiovascular disease reduced life expectancy by up to eight years for very obese 
men (20-39) and up to six years for women of the same age and overall diminished 
quality of life by 19 years (Grover, Kaouache et al. 2015). 
 
Supporting the obesity-mortality relationship Flegal and colleagues’ 2013 systematic 
review and meta-analysis reviewed 97 studies with more than 2.88 million individuals 
and in excess of 270,000 deaths. The synopsis indicated that an increased BMI 
compared with normal weight was associated with all-cause mortality and decreased 
life expectancy (Flegal, Kit et al. 2013). 
 
One such health problem closely associate with being overweight is type 2 diabetes.  
In the UK there has been a dramatic increase of diagnosis of type 2 diabetes from 
1.4 million in 1996 to nearly 3.5 million in 2014 and these statistics have followed a 
similar trajectory to the increase in obesity rates in the UK and the Diabetes 
Prevalence Model 2016 (Public Health England 2014/15). 
 
In addition, obesity has a profound negative influence on the female reproductive 
system and health problems characteristically associated include one or more of the 
following ailments: oligomenorrhea, amenorrhea, polycystic ovarian syndrome 
(PCOS), and/or irregular menstrual cycles all of which are related with decreased 
fecundity impacting of fertility (Bandealy, Stahl 2012, Seif, Diamond et al. 2014).   
 
Psychological 
 
Obesity, whilst physically apparent, is also psychological inextricably linked either by 
cause or consequence and has an overall adverse influence on well-being and on 
quality of life. This section will focus on quality of life and commence with a general 
definition, followed with a discussion on the associated problems relating to mood, 
self-esteem, stigmatisation and body image (Bandealy, Stahl 2012, Pulgarón 2013, 
Sarwer, Fabricatore et al. 2008). 
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Quality of Life  
 
The World Health Organization (WHO) have conceptualised quality of life as: ‘a 
broad ranging concept affected in a complex way by a person’s physical health, 
psychological state, level of independence, social relationships and their relationship 
to the salient features in their environment’ (WHO 2014).  Whereas, Sarwer and 
colleagues (2015) offer more of a concise overview of the term quality of life and 
described it as a multidimensional construct which also incorporates psychosocial 
functioning and behaviour (Sarwer, Steffen 2015). Thus, quality of life can be 
considered as a changeable or fluid construct, whereby interpretation may be based 
on many factors one of which is age (Zabelina, Erickson et al. 2009).    Moons et al 
2006 draws attention to this variability and absence of a universal consensus for 
either meaning or measurement and as such there are a plethora of quality of life 
tools available to assess this broad construct which makes comparisons difficult to 
measure and evaluate (Moons, Budts et al. 2006). 
 
Research examining the relationship between psychological problems and obesity 
have focused on negative mood (depression) as having a detrimental influence and 
reciprocal link with more depressive symptoms being reported by obese participants 
than those with a normal weight (Wadden, Sarwer 2006). This is supported by a 
comprehensive literature review by Luppino and colleagues (2010) who summarised 
15 studies incorporating 58,745 participants and concluded that obesity increased 
the risk depressive symptoms (Luppino, de Wit et al. 2010). 
 
For instance, being depressed may aid apathy and manifest in a lack of control or 
unconstrained eating patterns and activate an adverse cycle of behaviour, especially 
when food is used as a source of comfort and/or a coping strategy to support 
negative feelings.  Perpetuating this sequence of behaviour creates increased 
negative feelings about oneself and fosters low self-esteem (Taylor, Forhan et al. 
2013). 
 
Self-esteem is a term used to describe the self-worth or personal value an individual 
has of themselves. These beliefs are a subjective self-appraisal of worth based on 
appearance, emotions, and behaviours which have evolved from either influences 
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and/or experiences. A high or positive level of self-esteem encompasses self-
acceptance, confidence, with an indifference to the opinions of others. Whereas a 
negative or low self-esteem incorporates a lack of confidence, pessimism and a 
concern with the opinion of others.  It has been well document that being obese has 
a high association of with low self-esteem and is compounded with other contributing 
factors including weight related stigma (Kubik, Gill et al. 2013). 
 
Stigma 
 
This section will begin by offering a definition of the term ‘stigma’.  This term 
generally refers to either an expression or action to devalue an individual’s identity or 
made to feeling inferior based on the perception and judgement of others and/or 
society (for being different or outside of the norm in social context) (WHO 2013).  
 
Obesity or weight related stigma is based on negative attitudes, beliefs and 
comparisons with thinner counterparts and is especially prevalent in Western or 
developed cultures across all sectors of society (Puhl, Heuer 2009).  One such 
premise is that it being obese is a character flaw as individuals are deemed 
responsible with regard to choice and control over their weight (Puhl, Brownell 2003).  
This concept supports the attribution theory (Weiner, 1995) whereby stigmatization 
will be more prevalent if a negative attribute is perceived within an individual's control 
rather than if it is considered not be their responsibility (Myers, Rosen 1999).  Those 
who are overweight or obese are frequently stereotyped as being lazy, have weak 
willpower, lack self-discipline, and are unintelligent and unsuccessful (Puhl, Heuer 
2009). These negative weight related stereotypes form the basis of various forms of 
discrimination and/or bullying and permeate through all levels of society. Literature 
has reported weight related biases from family, educational sectors, workplace, and 
from health care professionals (Puhl, Brownell 2003, Puhl, Heuer 2009, Ogden, 
Clementi 2010, Mold, Forbes 2011). The breath of ingrained negative attitudes and 
beliefs within society based on the perception is that weight is controllable may offer 
an indication of why obesity stigma still remains a socially acceptable form of bias 
(Myers, Rosen 1999). 
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An innovative study in 1967 with a cohort of 90 young male children aged 6-11 years 
revealed negative weight related bias to be present at an early age. The children 
were given 39 adjectives to assign with silhouettes body types (extreme endomorph 
(big/obese), mesomorph (muscular), and ectomorph –long/lean).  The results 
revealed a broad range of negative personality characteristics (cheating, laziness, 
sloppiness, lying, naughtiness, meanness, and being ugly, dirty and stupid) 
attributed to the overweight/obese body type (Staffieri 1967). This experiment was 
replicated 40 years later and whilst obesity is now more prevalent, including an 
increase in younger children, negative attitudes and weight related stigmatisation 
had not abated (Latner, Stunkard 2003).  In principal, anyone at any age who is 
overweight or obese is vulnerable to weight related discrimination and the literature 
also reveals a weight related gender bias whereby obese women are more notably 
likely to experience higher levels of stigmatisation (Puhl, Heuer 2009). Influences 
may be attributed to current Western cultural attitudes which portray ‘thinness’ as the 
archetypal female physical attractiveness and body image ideal (Derenne, Beresin 
2006, Grabe, Ward et al. 2008).   
 
Body image 
 
Body image is a subjective concept based on how an individual feels about their 
physical appearance, and is influenced by societal ‘current’ vogue ideals especially 
in relation to the female body form which has been changeable throughout history 
(Ogden 1992).  Inferior feelings and low self-esteem are fostered by individuals who 
perceive themselves as not conforming to the societal preference or ideals of body 
build or size and reinforced within the media who promote current ideals (Derenne, 
Beresin 2006, Grabe, Ward et al. 2008). Concurring with this analysis a small study 
on body satisfaction with female students (18-25 years), revealed that even brief 
media exposure to thin model pictures decreased body image in comparison with 
images of larger models (Tucci, Peters 2008). Additionally, Van den Berg & 
Neumark-Sztainer 2007, noted a correlation between a high BMI with higher body 
image dissatisfaction (van den Berg, Paxton et al. 2007). Body dissatisfaction has 
also been illustrated with girls as young as 8 (Grogan, Wainwright 1996).  A recent 
systematic review and meta-analysis of 17 articles, which included 13,500 
participants, supported previous findings and also revealed that obese individuals, 
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especially women, have a higher body dissatisfaction compared with normal weight 
counterparts (Weinberger, Kersting et al. 2017).   
 
Summary 
 
The consequences of being obese has been illustrated to have an adverse influence 
on both physical and psychological well-being either independently or as an adjunct 
and as a result has an overall negatively affect quality of life (Hachem, Brennan 
2016). One of the key elements to improving quality of life and wellbeing is restoring 
body mass index (BMI) to within the ‘normal’ range of 18.5–22.9 kg/m2 which can be 
achieved through a variety of lifestyle interventions or weight loss surgery.  
 
Treatments 
 
The initial course of action to achieve a BMI within the healthy range, is usually 
based on behaviour change via lifestyle interventions to induce weight loss primarily 
by reducing dietary intake, together with increasing physical activity and/or supported 
with medication (pharmacological) therapy. These treatment options will be briefly 
discussed, followed with a focus on surgical interventions which are usually 
considered to be a last resort for weight loss. 
 
Diet 
 
One of the principal methods for instigating weight loss, changing size and/or shape 
is via dieting (Ogden 1992). This is based on a conscious and controlled process of 
deprivation by reducing food intake and suppressing hunger in various ways. A full 
panoply of traditional diets usually following a prescribed and/or formulaic process of 
restrained eating, including basic calorie counting, omitting food groups, low fat, or 
high fat (Atkins) or low or no carbohydrates in followed. This frequently also includes 
membership of fee paying dieting organisations. Whereas, fad or extreme focus on 
very low calorie intake such as Lighter Life and/or Arizona diet, encourage very 
minimal food intake and/or fasting days to achieve dramatic weight loss usually 
within a short period of time. The majority of dieting institutes encourage participant’s 
support with membership, purchasing merchandise such as ‘recommended’ diet 
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books, branded food products and/or receiving food or meal replacement and/or 
shakes which can home delivered at a cost.   In the UK the health and dieting 
industry in all its permutations increased to over 26 billion Euros in 2017 (Health and 
Wellness 2017) conversely, the escalating rates of obesity demonstrate that weight 
loss programmes are ineffective in producing long-term weight change. 
 
Foster and colleagues (2004) conducted a one year randomized control study with 
63 obese subjects to compare the nuances of dieting styles and assess the risk of 
coronary heart disease (Foster, Wyatt et al. 2003).  The men and women randomly 
assigned to either one of the following diets: diet one being a low-carbohydrate, high-
protein, high-fat diet (Atkins style) or diet two, a low-calorie, high-carbohydrate, low-
fat (conventional) diet (1200 to 1500 kcal per day for women and 1500 to 1800 for 
men). Both groups were monitored by a dietician at 3, 6 and 12 month intervals and 
were advised to take multivitamin supplements. At six months diet one (Atkins style) 
demonstrated greater weight loss but at twelve months the significant difference had 
decreased. However, only 37 participants (57%) completed the study and 
consequently the Researchers were unable to conclusively determine the weight 
loss benefits of either diet with the risk associated with coronary heart disease.   
 
Similarly, a retrospective quantitative study focusing on weight loss history of over 
4.5 kg with pre-surgery participants 177 (128 females and 39 males) reported 
numerous and extensive unsuccessful dieting attempts most of which had started in 
adolescence (Gibbons, Sarwer et al. 2006)  .  Current worldwide reports have 
determined over 40% of the population are trying to lose weight (Santos, Sniehotta 
et al. 2017)  , however, it is not uncommon for 33-50% of weight loss from dieting to 
be regained (Wadden, Sarwer 2006).    
 
Whilst, dieting is usually the foremost treatment option for weight loss and has been 
illustrated to be more successful when combined with exercise equally and may also 
be an adjunct (combined) with pharmacological therapies. 
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Exercise 
 
The value of exercise in aiding weight loss has been recognised and this has been 
further explored with one small study with eighteen (30-61 years) pre-surgery 
participants. The participants were funded on a 12 weeks exercise regime 
specifically designed for NHS pre-surgery participants at Tier 3 stage only (Homer, 
Tod et al. 2016). The program was well received as the classes were exclusive for 
pre-surgery participants only. Some participants stated they would have been happy 
to continue but were disinterested in pursuing any form of exercise within the public 
domain due to gym stigma and bias. Pre-surgery exercise programs are not 
available to all NHS BS participants due to variability within the Trusts spending 
policy (Homer, Tod et al. 2016). Recent literature focusing on the benefits of pre-
surgery physical activity (PA), have illustrated reduced surgical complications, a 
shorter hospital stay and higher weight loss (Al‑Hazzaa 2016, Homer, Tod et al. 
2016)   and a higher up take of physical exercise after surgery (Miller, Hale et al. 
2015).  Whilst, most participants pre-surgery are encouraged to undertake modest 
excise, for example walking, one small pilot study explored the outcome of more 
vigorous forms of physical activity (Miller, Hale et al. 2015). A purposeful sample of 
eight obese sedentary men with no co-morbidities underwent 6 hours of circuit 
training and revealed a positive outcome with a reduction in body fat composition. 
The authors describe being cognisant of the limitations of this regime as it involves 
monitoring and motivating small groups of obese individuals without secondary or 
obesity related health problems and who are also not on any prescribed medication. 
As such this type of program would mainly be applicable to a select younger cohort 
and another consideration would be additional time to adjust the exercises and/or 
equipment that may need to be adapted or modified especially for weight-bearing 
activities (McQueen 2009, Miller, Hale et al. 2015).  
 
Medication 
 
Pharmacological agents or anti-obesity medication assists with weight regulation by 
modifying and/or suppressing appetite to decrease consumption or increase 
metabolism or via absorbing more calories. Appetite suppressants such as 
amphetamines were introduced in the 1930’s but were withdrawn due to the adverse 
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side effects of palpations and interference with sleep. The pattern of introducing and 
withdrawing dieting medication has continued in recent times with amphetamine 
derivatives such as desoxyephedrine, phentermine and diethylpropion. These were 
popular in the 1950’s and 1960’s but use declined in the 1970’s due to negative 
health issues associated with addiction, hypertension and cardiovascular risk 
(Rodgers, Tschöp et al. 2012, Manning, Pucci et al. 2014). Likewise, Rimonabant, 
was withdrawn in 2009 as being associated with psychiatric disorders, depression 
and suicidal ideation (Manning, Pucci et al. 2014).  In 2010 Sibutramine was 
suspended from the market because of an increased risk of cardiovascular problems 
and strokes (Parliament House of Commons. 2016). 
 
There is a dearth of long-term data on safety and/or choice of pharmaceutical 
therapy as such medication currently has a limited role in tackling the obesity 
problem. To date Orlistat (Xenical®) a drug facilitator for absorbing calories is the 
only approved diet medication within Europe for long-term clinical use. This 
medication is a selective inhibitor and blocks (enzymes) in the intestine (gut) and 
prevents fat being absorbed and the undigested fat is excreted (Padwal, Chang et al. 
2012). General Practices in England in 2015 recorded prescriptions of circa 500,000 
of Orlistat (Xenical®) at a net ingredient cost of £13.9 million (Parliament House of 
Commons. 2016). 
 
Despite the high financial costs mainly being borne by society via the NHS, 
systematic reviews and meta-analyses of drug interventions reveal only modest 
weight loss of 3.6kg to 5.3kg even when prescribed with dietary interventions 
(Arterburn, Crane et al. 2004). Common side effects with Orlistat (Xenical®) include 
flatulence, oily stools, an increase and/or inability to control bowel movements. 
However, as with any other drug therapy once the medication ceases weight regain 
can be considerable.  In addition, not all obese participants are able to be considered 
for drug or pharmacological therapy because of existent (obesity) related health 
problems and medication (Arterburn, Crane et al. 2004, Parliament House of 
Commons. 2016). To date the perfect anti-obesity medication to reduce weight 
without any adverse health side effects has not yet been discovered, whereas 
surgical intervention have demonstrated positive and long-term weight loss 
outcomes (Buchwald, Avidor et al. 2004). 
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Bariatric Surgery 
 
A discontentment with physical appearance and a desire for social acceptance have 
been cited as predominant factors for women seeking BS (Libeton, Dixon et al. 2004, 
Gilmartin 2013), with some young women also describing surgical intervention to be 
the only option to change their social world, gain acceptance and offer 
‘normalisation’ (Jensen, Petersen et al. 2014, Homer, Tod et al. 2016, Gilmartin 
2013).   
 
The generic term ‘bariatric surgery’ refers to a suite of operations where the digestive 
system is modified to physically reduce food intake and aid weight loss.  The original 
practices were evolved from pioneering surgical techniques that began in the 1950’s 
(Buchwald, Buchwald 2002, Buchwald 2014).   
 
The historical  sequence of operations commence with the jejunoileal by pass (JIB), 
followed with Roux-en-Y gastric bypass (RYGB), vertical banded gastroplasty (VBG), 
biliopancreatic diversion (BPD) or duodenal switch (DS), adjustable gastric banding 
(AGB), and sleeve gastrectomy (SG).   An overview of these procedures is 
presented:  
 
Jejunoileal by pass (JIB) 
 
The first noted but unpublished case was in 1953, at the University of Minnesota 
where Dr Verco performed. jejunoileostomey (JIB) surgery on an obese patient who 
had most of their small intestine removed (Buchwald, 2014) unfortunately the 
patients records are no longer available (Baker 2011).  This operation was 
subsequently repeated on a series on obese individuals in 1954 by Kremen and 
colleagues at the same University who did publish weight loss outcomes. The 
jejunoileal bypass (JIB) surgical bypasses the intestines whilst, leaving the stomach 
intact (American Society for Metabolic and Bariatric Surgery, 2004). However, these 
modification to the digestive system caused a malabsorptive effect triggering a host 
of negative side effects including nutrient deficiencies, renal failure, electrolyte 
imbalances (irregular heartbeat, nausea, diarrhoea, vomiting) and liver damage 
(Singh et al., 2009, Buchwald 2014) and despite medical modifications many health 
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complications persisted and this weight loss surgical procedure ceased (Buchwald 
2014, (Mahawar, 2012).   
 
The surgeon who has the accolade of being credited as the pioneering founder of BS 
is Dr Mason who in 1966 developed a restrictive procedure limiting gastric capacity 
with a horizontal gastric division with a loop gastrojejunostomy.   This operations was 
initially performed on a 50 year old female patient was BMI of 43 kg/m2, who was 
recorded nine months later as having lost 27kg (Baker, 2011). 
 
Roux-en-Y gastric bypass (RYGB) 
 
Figure 2.1 Diagram of Roux-en Y gastric bypass procedure  
 
 
 
Source: Welbourn et al., 2014 
 
The Roux en Y gastric bypass surgical procedure originally evolved from 
observations of patients who had part of their stomach removed because of ulcers 
and had and demonstrated significant weight loss post-surgery.   It is a combination 
of malabsorptive and restrictive surgery and has been available since 1969 (Muller, 
2013). The surgery involves reducing the stomach to a small pouch by stapling and 
sectioning off then attaching to the small intestine (the Roux-en-Y limb of intestine), 
bypassing the larger intestine (duodenum) which will aid reducing the capacity of fat 
and calorie absorption.  Both the Roux en Y gastric bypass and the mini-gastric 
bypass focus on physical restrictions and reductions and as such are dependent on 
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a lifetime of nutritional supplements (Mahmood, 2013).  Despite this the Roux en Y 
gastric bypass is the most commonly performed operation and is currently also 
referred to as the ‘gold standard‘, of BS.   The surgical popularity can be attributed to 
the work of Wittgrove and colleagues who in 1993 executed this technique using a 
minimally invasive approach via laparoscopic surgery (Barker, 2011).  Although, 
laparoscopy surgical technique had previously been used by Broadbent and 
colleagues in 1992 to insert a nonadjustable gastric band.  The Roux-en-Y gastric 
bypass (RYGB) integrates both restrictive and malabsorptive procedures (Buchwald 
2014)   
 
Laparoscopy  
 
Laparoscopy is a minimally invasive surgical procedure conducted using a specialist 
instrument called a laparoscope via small incision or portals which can be used for 
both diagnosis and treatment and is performed usually under amnestic.  The 
patient’s abdomen is inflated with a gas to allow the surgeon a clearer vision of the 
internal organs together with small incisions or ports to insert small specialised 
surgical instruments such as cutting devices or lasers together with an internal 
lighted viewing instrument (laparoscope) connected to a video camera to guide the 
procedure.  Compared with traditional or ‘open’ surgery which leaves larger incision 
scars the laparoscopic procedure is considered a lower risk surgical procedure with 
shorter hospitalisation and benefits including reduced operative exposure, smaller 
scars aiding convalesce (Buchwald, Oien 2013, Angrisani, Santonicola et al. 2015) 
(Colquitt 2014).    
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Vertical banded gastroplasty (VBG) 
 
Figure 2.2 Diagram of a vertical banded gastroplasty (VGB) 
 
 
This is a surgical procedure where a small stomach pouch is created using staples and a 
band.  
 
 
Biliopancreatic diversion (BPD) or duodenal switch (DS) 
 
Figure 2.3 Diagram of a Biliopancreatic diversion (BPD) or duodenal switch (DS) 
 
 
 
Source: Welbourn et al., 2014 
 
 
Biliopancreatic diversion (BPD) or duodenal switch (DS) is a permanent and partly 
reversible BS procedure being a combination of both restrictive (permanent) and 
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malabsoptive (reversible) surgical techniques.  The restrictive element involves 
removing 70% of the stomach along the greater curvature and the malabsoptive re-
routing a portion of the small intestine via two separate pathways (digestive and 
biliopancreatic loop) to one common channel.  Food from the stomach goes via the 
digestive loop while bile from the liver is carried via the biliopancreatic loop and both 
enter a small portion of the small intestine being the common channel.   Applying 
both a restrictive procedure limiting intake together with a reduced calorie 
malabsopitve approach achieves a higher percentage of excess weight loss in 
comparison with single bariatric surgical procedures.  This surgical technique is 
preferential with super obese patients (BMI >50kg), however, gallstones have 
presented as a common problem, together with nutritional deficiencies (mineral and 
vitamins) from reduced absorption and as such long term daily dietary supplements 
are required (Moshiri 2013) (Carswell 2014). 
 
Adjustable gastric banding (AGB) 
 
Figure 2.4 Diagram of a gastric band in situ 
 
 
 
Source: Welbourn et al., 2014 
 
The laparoscopic adjustable gastric band (LAGB) is a restrictive BS procedure where 
an adjustable inflatable band made entirely of biocompatible materials (Colquitt) is 
placed around the upper part of the stomach to create a smaller upper-stomach 
pouch to regulate volume of food intake and creates a sensation of fullness whilst 
allowing nutrients to be consumed normally.  Patients are advised to eat less, eat 
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more slowly, chew food thoroughly allowing for satiety to be experienced.  Within the 
band lining is an inflatable balloon to allow for adjustments to alter the size of the 
stoma and regulate food intake.  This procedure is considered the least invasive of 
BS techniques and is also reversible however, it is not regarded the best option for 
the extremely obese.  A systematic review and meta-analysis for the period of 2003-
2012 by Chang and colleagues (2014),   revealed the complication rate for LAGB as 
being 13% with a reoperation rate of 12%.  The complications include splenic injury, 
oesophageal injury, wound infection, band slippage, (Lee 2007), with the most 
common being the enlargement of the gastric pouch (Chang, 2014). 
 
 
Figure 2.5 Diagram of a sleeve gastrectomy procedure 
  
Source: Welbourn et al., 2014 
 
This is a permanent BS procedure usually performed by laparoscopy approach 
reducing the stomach to about 25% of its original size by vertically dividing along the 
greater curvature leaving the pyloric valve at the bottom of the stomach, allowing the 
normal anatomy of the stomach and gastrointestinal tract (digestion) to remain 
unaltered.  Originally, this procedure was a modification of another BS technique the 
duodenal switch, performed as the preliminary operation of a two part gastric bypass 
operation for extremely obese and/or high risk patients.  However, due to the 
success of weight loss via the sleeve gastrectomy operation this procedure is now 
performed as an independent surgical technique.  Although, surgical restrictions can 
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be further made for a gastric bypass if a patients stomach has expanded since 
undergoing a sleeve gastrectomy.  Overall, this procedure is relatively quick to 
perform, offers reduced health complications mainly as the digestion is unaltered 
however, complications may arise from the sleeve leaking.  Weight loss is only 
comparable to the RYGB for the first three years post-surgery (Stefater, 2012). 
 
BS is an ever evolving suite of surgical procedures, dependent on both advances in 
surgical techniques, apparatus and trends and is now usually performed via a key-
hole or laparoscopy procedure.   Overall weight loss via surgery can be broadly 
achieved with reversible procedures such as gastric bands or intra-gastric balloon, 
and/or permanent operations comprising of either a malabsorptive and/or restrictive 
or a combination of both surgical procedures (Buchwald, Oien 2013).  Restrictive 
surgical techniques reduce gastric capacity consequently limiting intake of food and 
induce satiety (feeling full).  These include laparoscopic adjustable gastric banding 
(LAGB), silastic ring gastroplasty (SRG), vertical- banded gastroplasty (VBG) and 
sleeve gastrectomy (SG).  Whilst, malabsorptive procedures anatomically alter the 
digestive track by either surgically bypass a large portion of the small intestine and 
include procedures such as the biliopancreatic diversion (BPD.  The Roux-en-Y 
gastric bypass (RYGB) integrates both restrictive and malabsorptive procedures 
(Buchwald 2014).  
  
Table 2.2 Bariatric Surgical based on Restrictive and Malabsorptive Procedures 
 
 
Restrictive Procedures Combined Procedures Malabsorptive Procedures 
laparoscopic gastric banding 
(LGB), 
 
Roux-en-Y gastric bypass 
(RYGB) 
 
biliopancreatic diversion (BPD) 
vertical banded gastroplasty 
(VBG) 
 
Long Limb Roux-en-Y gastric 
bypass (RYGB) 
 
biliopancreatic diversion with 
duodenal switch  (BPD-DS) 
 
 
Whilst, a simplistic synopsis proposes that most obese participants are anatomically 
suitable for all types of BS (Blazeby, Byrne et al. 2014), eligibility within the National 
Health Service (NHS) is currently only offered to those who have tried non-invasive 
methods, e.g. diet and exercise programmes to sustain weight loss, and have a BMI 
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above > 40 kg/m2 or >35 kg/m2 with serious health co-morbidities (9), as 
recommended by the National Institutes of Health (NIH), WHO fact sheet 311 2014.  
This criteria has been unaltered since 1991, and has been criticised by O’Brien and 
colleagues who advocates for earlier surgical treatment to enhance long term 
benefits by lowering the BMI to 30kg/m2 (O'Brien 2015) primarily to alleviate health 
related illnesses. Currently, the BS participation ratio in the UK is 4:1 of women 
compared to men seeking surgical weight loss treatment Health and social care 
information centre survey for England 2015 and 4.1 with the under 25’s  (British 
Obesity & Metabolic Surgery Society, BOMSS. 2014).  
 
According to Neff and le Roux (2013), the laparoscopic gastric banding (LGB), Roux-
en Y gastric Bypass (RYGB) and the Sleeve Gastrectomy (SG) are the three surgical 
techniques most commonly performed, however there is variability in weight loss 
percentage (%EWL) achieved by each (Neff, Olbers et al. 2013). Current data on 
post-surgical outcomes of estimated (%EWL) report for the RYGB with a range of 
65-82%, with 40-60% for the SG and 31-46% for the LGB (Livhits, Mercado et al. 
2010).  
 
Summary 
 
Whilst dieting approaches can offer short term positive outcomes, prolonged weight 
loss is rarely achieved and/or sustained through these approaches (Angrisani, 
Santonicola et al. 2015). In addition, many dieters also reported regaining more 
weight than they originally lost with little health improvement. In comparison, BS has 
been demonstrated to be a more effective low risk treatment for durable and 
sustained weight loss (Colquitt, Pickett et al. 2014, Angrisani, Santonicola et al. 
2015).  However, weight loss operations should only be considered as a final 
treatment after all other long term non-surgical options to induce weight loss such as 
dieting and exercise have been fully explored informally and found to be ineffective 
or applied repeatedly, albeit unsuccessfully and/or formally via a GP programme 
(NICE 2014).   The overall, lack of success from conventional dieting has been cited 
as a key motivational factor for participants to seek weight loss surgery (Sjöström 
2013, Colquitt, Pickett et al. 2014). 
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Hofmann et al 2010 quoted ‘Bariatric surgery may therefore be seen as a surgical 
solution to the medical implications of a social problem, especially where access to 
the surgical solution is unjustly distributed due to prejudice’ (p.5) (Hofmann 2010) .  
Equally, it is recognised that surgical interventions for weight loss per se are unable 
to alleviate the underlying causes of obesity (Pfeil, Crozier et al. 2014, BOMSS 
2014).   
 
Obesity treatments can be conceptualised as being based on lifestyle changes from 
either a variety of self-managed conventional approaches (diets, exercise, 
medication), which offer only limited or short term success.  Compared with enforced 
lifestyle changes from surgical interventions which have demonstrated longer term 
weight loss success and these changes influence physical, psychological and health 
behaviours.   
 
Consequences of weight loss  
 
The consequences of weight loss will focus on BS and will be discussed in terms of 
the impact of on physical associated health problems and psychological wellbeing in 
relation to quality of life together with health behaviours (contraceptive practices).  
 
Physical 
 
On a physical level weight loss via conventional or self-managed life-style methods 
usually results in only a moderate amount of weight loss  whereas, BS has 
demonstrated immediate benefits of up to a 15-25% loss in body weight (Sjöström 
2013).  In comparison with conventional treatments BS offers greater long term 
success with average weight loss of 20 –40 kgs or 10-15 kg/m² together with a 
reduction in BMI and is maintained for up to 10 years (Buchwald, Avidor et al. 2004).  
Similarly, a Cochrane comparison of non-surgical and surgical treatments revealed 
BS to have generated higher weight loss and be an effective and viable treatment for 
durable and sustained weight loss (Colquitt, Pickett et al. 2014, Angrisani, 
Santonicola et al. 2015).   BS has therefore effectively demonstrated its 
effectiveness in achieving ‘normalisation’ of weight and as such is becoming an 
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increasing popular treatment option with approximately 341,000 undergoing BS 
worldwide (Buchwald, Oien 2013).   
 
Whilst the outcome for participants undergoing BS is generally positive the 
experience and weight loss results are not identical or equal as these are intertwined 
and influenced with the input of behavioural changes and adjustment of each 
participant.  Consequently, whilst, the initial post-surgery weight loss experienced 
may be dramatic, retaining and maintain weight loss again has been demonstrated 
to be variable with some patients regaining weight within 18 to 24 months 
(Wimmelmann, Dela et al. 2014).   
 
Research on the successful outcomes of BS have primarily focused on the amount 
of weight lost by assessing the decrease of excess weight in percentage terms, with 
an ideal marker of success being a loss above 50% of excess weight (Sheets, Peat 
et al. 2015).  Another indicator of surgical success has been based on the resolution 
or remission of health issues and/or comorbidities which can include remission of 
diabetes type 2 (Dixon, le Roux et al. 2012) and/or resolution of menstrual cycle 
problems, enhancing fertility, but increasing the risk of unintended pregnancy 
(Bandealy, Stahl 2012, Seif, Diamond et al. 2014).  Changes in fertility status will be 
discussed later in relation to health behaviours and contraceptive practices.   
 
Douglas et al 2015 study recorded positive clinical outcomes with 3,882 participants 
for physical health benefits and obesity related illnesses and in support, the authors 
propose increasing the availability of BS to address both physical health issues and 
psychological wellbeing (Douglas, Bhaskaran et al. 2015). 
 
Psychological 
 
The psychological issue associated with obesity include depression, eating 
disorders, distorted body image and low self-esteem overall impacting quality of life.  
The changes and outcomes from undergoing BS will be discussed in relation to 
quality of life.  
 
MPhil Student: U6011614 
 
57 
 
Quality of life 
 
A recent systematic review focused on short and long term outcomes of quality of life 
post-surgery compared with community norms (Raaijmakers, Pouwels et al. 2017).  
Data was drawn only from prospective studies with before and after surgery 
evaluation. The analysis included 28 studies with all types of BS and sample sizes 
varying from 26 to 1276 with outcomes covering a range from short (6 months) to 
long term (10 years). A total of 10 different tools were used to evaluate quality of life 
encompassing ‘physical, psychological, and social domains of health’ and those who 
are obese and have significant impairment compared with community norms.  
Weight-loss via BS procedures have been illustrated to improve quality of life. Whilst, 
the overall outcomes reported significant quality of life improvements post-surgery, 
measurements and assessment were taken from a variety of instruments.  As a 
consequence measurement comparison with community norms were inconsistent 
due to the heterogeneous/ variability and lack of inclusion of important aspects within 
the measurement tools. The authors addressed these issues by proposing the need 
for a more comprehensive and inclusive tool, such as quality of life post-surgery as 
an important consideration aside from weight loss.  
 
Zabelina et al 2009 study explored the association between age and weight-related 
quality of life with 9,991 overweight and obese participants, and within this 
population 1,635 (16.4%) were gastric bypass candidates (Zabelina, Erickson et al. 
2009). The participants had a mean age = 44.9 with a mean BMI = 38.3, and were 
predominantly white (73%) and female (75.3%). The participants were subdivided by 
age only into four categories and completed the impact of weight on quality of life-lite 
questionnaire (IWQOL-Lite) which includes five subscales (physical function, self-
esteem, sexual life, public distress, and work) as well as a total score. The analysis 
for women in the 18–24.9 year age group had higher overall levels of quality of life 
compared with women in the other age groups. This study draws awareness to the 
many factors that contribute and influence quality of life, and how age may be 
pertinent and interrelated when evaluating quality of life. This research raises 
questions with previous weight related quality of life studies which did not sub-
divided participants by age and or gender raises questions as to whether previous 
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results in the literature were skewed because of a dominance of older age ranges 
and the views or perceptions of a younger cohort were not properly represented.   
 
Health Behaviours 
 
Health behaviours are essentially any behaviour an individual adopts to maintain, 
attain or regain physical health and in turn reflects their health belief.  These beliefs 
are also influenced, moulded and constrained by societal, economic and cultural 
norms, and can either support (health benefits) or jeopardize (health risks) lifestyles 
(Ogden 2012).   
 
BS physically modifies the digestive system and reduces stomach size (Buchwald, 
Avidor et al. 2004) thereby enforcing a health behaviour change in food consumption 
which in turn alters eating patterns (Wood, Ogden 2016) .  This will be discussed in 
more detail under the experiences of undergoing BS and eating behaviour. 
 
Contraceptives 
 
Another key health behaviour is adhering to contraceptive practises to prevent 
unintended pregnancy and promote positive family planning outcomes.  However, in 
comparison with women within the normal weight range contraception options for 
obese women are restricted due to obesity health related co-morbidities (Alatishe, 
Ammori et al. 2013, Eid, Cottam et al. 2005),  
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Table 2.3 Contraceptive methods and co-morbidities (WHO 2015) 
 
 CHC POC DMPA/ 
NET-EN 
IMP Cu-
IUD 
LNG-
IUD 
POEC Condom 
Obesity (≥35 kg/m2 
body mass index 
3 1 1 1 1 1 - 1 
History of gestational 
diabetes 
1 1 1 1 1 1 - 1 
Diabetes non-insulin 
dependent or insulin 
dependent 
2 2 2 2 1 2 - 1 
Venous 
thromboembolism 
(major surgery with 
prolonged 
immobilisation) 
4 2 2 2 1 2 1 1 
Adequately controlled 
hypertension 
(including during 
pregnancy) 
3 1 2 1 1 1 1 1 
Hypertension  
systolic >140 to 159 
mmHg or diastolic 
>90 to 94mmHg  
3 1 1  1 1 1 1 1 
Hypertension 
systolic ≥160 or 
diastolic ≥95 mmHg  
4 1 2 1 1 1 1 1 
Iron-deficiency 
anaemia 
1 1 1 1 2 1  1 
Known 
hyperlipidaemia 
2/3 2 2 2 1 1 1 1 
1- No restriction regarding usage; 2- The contraceptive method should be used carefully; 3- Not usually 
recommended unless other methods are not available or not acceptable; 4- Unacceptable risk if this contraceptive 
method is used. 
CHC: combined hormonal contraceptive (oral, patch, vaginal ring); POC: Progestogen-only contraceptives; DMPA: 
Depot medroxyprogesterone acetate; NET-EN: Norethisterone enanthate; IMP: Implant (Progestogen-only); Cu-
IUD copper intrauterine devices; LNG-IUD: Levonorgestrel releasing intrauterine device; ECP: emergency 
contraceptive pill. 
 
 
As illustrated with the table the method of contraception for obese women which is 
ideal is predominately the condom, followed by the IUD. 
 
Whilst, a lack of awareness of contraception options may be attributed to irregular 
menstrual cycle commonly experienced by obese women, changes post-surgery 
include resolution of menstrual cycle impacting fertility status (Bandealy, Stahl 2012, 
Seif, Diamond et al. 2014).   Furthermore, younger women (18-25 years) undergoing 
BS are at further risk as this age is correlated with a natural ‘peak’ in fertility 
(Rosenthal 2002). Consequently, there is a need to address health behaviours 
regarding contraceptive practises to take account of the physical changes occurring 
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after surgery. Inaction or lack of change of behaviour increases the risk for 
unintended pregnancies and is also associated with adverse health problems in both 
maternal and fetal outcomes (Johansson, Cnattingius et al. 2015). 
 
A large survey of 12,364 adults living in France in 2006, compared sexual health 
behaviours and risks with obese, overweight and normal weight individuals. The 
findings revealed obese women under 30 years of age were less likely to access 
contraceptive health care services or seek professional contraceptive advice and 
reported using less effective methods. Furthermore, obese women were four times 
more likely to have an unplanned pregnancy and/or abortion compared with women 
of normal weight. The authors attributed this weight related disparity to obese 
women being more reliant on less effective contraceptive methods rather than sexual 
behaviour (e.g. more sexually active) (Bajos, Wellings et al. 2010).  
 
Similarly, a retrospective observational study of 232 women with a mean age of 34 
reported over two-thirds of their first pregnancies post BS as unintended (Alatishe, 
Ammori et al. 2013).  Likewise, in a questionnaire survey of 567 women from The 
Scandinavian Obesity Surgery Register (SOReg) with a mean age of 36, (28% were 
described as nulliparous – never having had a child). Of these women 25% reported 
a post-surgery pregnancy and of these only 12% were described as planned 
(Ginstman, Frisk et al. 2015). These studies illustrate a high rate of unintended 
pregnancies after BS at a mean age where fertility is reported to be naturally 
declining (Rosenthal 2002).  
 
Contraceptive Options Post-Bariatric Surgery 
 
To date there is a shortage of research on the effectiveness of contraceptives with 
post-surgery participants and as such there are contradictory reports on the 
efficiency of some contraceptives.   The limitations of contraceptive options mainly 
relate to the physical changes associated with weight loss surgery, and these are 
discussed in relation to hormonal, protection barrier methods via the vagina and IUD.  
 
The combined pill is a combination of artificial female hormones, oestrogen and 
progesterone and is orally taken and absorbed via the upper gastrointestinal tract.   
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Weight loss surgery modifies the digestive tract and this in turn changes the 
intestinal absorption altering the effectiveness of the contraceptive (Graham, Wilkes, 
2014; Merhi, 2009).   Also, the progestogen-only pill and the morning-after or 
emergency pill are equally, limited in effectiveness for this reason.   In comparison 
other hormonal contraceptive methods such as injection or implant have illustrated 
positive reports on effectiveness (Merhi, 2013), however, application of these may 
present problems with loose skin arising from rapid weight loss (Graham, Wilkes 
2014).   
 
Barrier contraceptives via the vagina include vaginal rings, female condoms, 
diaphragm or cervical cap are also methods which may present problems mainly 
with application (Graham, Wilkes 2014).  Other limitations include reduced 
effectiveness of latter two as these methods are sensitive to weight change within a 
3 kg range as discussed earlier.   
 
Currently, the recommended contraception option for BS participants is the 
intrauterine device (IUD) or Intra Uterine System (WHO 2015).  This method has the 
advantage of being implanted and effective prior to surgery with no side effects from 
drastic weight changes (Hillman et al 2011;Graham, Wilkes 2014: WHO 2015).    
One study with a small group of twenty five of young females with an average age of 
17.4 years (mean BMI of 51.4), assessed the acceptance of IUD’s placed intra-
operatively reported a highly favourable response with a 92% uptake (Hillman et al. 
2011).  However, despite this positive outcome this study appears not to have been 
explored or developed further.   
 
A recent an on-line survey albeit with a low percentage response rate via bariatric 
surgical and contraceptive practitioners in England identified current knowledge of 
contraceptive needs of post-BS women (18-45 years) to be deficient (Graham, 
Mansour et al. 2016)  .  The needs of women who have had any form of weight loss 
surgery are different to women in general including those who are obese, the authors 
propose introducing professional support via a bariatric surgical specialist to focus 
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and manage the contraceptive needs and associated health issues (Graham, 
Mansour et al. 2016). 
 
Summary 
 
The consequences of weight loss from undergoing BS have been demonstrated to 
have an impact on physical health, psychological wellbeing and influence health 
behaviours.  However, these changes have mainly been measured from quantitative 
studies, and to understand the common themes and share experiences the next 
section will explore the literature from a qualitative perspective. 
 
Experiences of undergoing Bariatric Surgery 
  
To date the majority of research has been dominated with quantitative studies which 
have provided statistical awareness of post BS changes mainly from the perspective 
of predefined broad psychological domains assessed using validated measures. 
However, in more recent years the focus of enquiry has shifted from exploring post-
operative physical changes to a more psychological perspective.  As such to 
understand the nuances of undergoing weight loss surgery the literature is now 
increasingly drawing on a variety of qualitative techniques to assist participant’s to 
express their lived experiences and reveal personal complexities of undergoing such 
treatment.  
 
To gain an understanding of some the common issues experienced from undergoing 
BS a broad narrative overview of qualitative literature was undertaken via a search of 
qualitative studies in the ‘’medline’ database to review ‘experience’ of undergoing 
‘BS or weight loss’ between 1997 and August 2017.  The main focus was on women 
experiences and the selection of literature also included studies which had also 
interviewed family members (partners).  The basic review revealed 30 studies of 
which 26 were identified as being pertinent to this study.   Post-surgery experiences 
were reviewed in relation eating patterns, psychological influences, family 
relationships (couples, spouses, and children), working life/occupation and social 
adjustments.    
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In the analysis there was one study by Jensen and colleagues (2014) which 
corresponded with the age of participants, which explored five young women’s 
experiences of body image after surgery (Jensen, Petersen et al. 2014). Whereas 
the focus of the present study was to take a broader approach and explore the more 
general experiences of young women undergoing BS. 
 
The majority of studies mainly focused on one to one interviews (Homer, Tod et al. 
2016, Throsby 2008, Wood, Ogden 2016) and also included autoethnographic 
reflections (Wilson 2010) photovoice (photographs as an aid especially with topics 
that may be considered of a sensitive nature) (Homer, Tod et al. 2016) and focus 
groups  (Sharman, Hensher et al. 2017).  All of these studies offer an insight into the 
lifestyle changes of participants, reflecting similarities, differences, positive and 
negative experiences together with realistic and unrealistic post-surgery 
expectations.  For the purpose of this thesis this body of qualitative work was based 
on inductive thematic analysis and synthesised to explore common themes.  These 
have been clustered into five themes: eating behaviour, relationships, identity, body 
images negative outcomes with the overarching theme being control.   
 
Table 2.4 Experiences of undergoing Bariatric Surgery Literature Review     
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 Author Focus of 
Investigation 
Sample size 
Gender 
Age range 
Surgery Type 
& time since 
Data collection 
method 
Themes Overarching Theme Country 
1 Alegrıa et al 2013 Negative - 
Outcomes  
 
11 (women)  
23-65 years  
 
gastric banding & 
RYGB bypass  
3–51 months 
 
Interviews  
Thematic analysis 
 
Neg: body distortion; 
body image & perceived 
stigma. Pos: markers of 
success – new identity & 
pre-BS comparison  
Balance -outcomes  
 
USA 
2 Bocchieri,et al 2002 Psychosocial 
outcomes 
31 (24 women) 
30-53 years 
 
RYGB 
6 months-11years 
Interviews (n=22)  
focus groups (n=11) 
same-sexed 
Grounded Theory 
Re-birth – relearning 
strategies WLS pos & 
neg tension  
Transformational 
 
USA 
3 Bylund et al 2017 Impact on Family 
 
28 (17 women)  
(12 –BS)  
18-67 years  
 
GBP 
Time – not stated 
Interviews 
Grounded Theory 
Dealing with the 
unexpected changes as 
a family  
Develop a Theory  
Stabilising family life - 
Theory 
Sweden 
4 Engstrom et al 2011 Expectations & 
experience 
(pre & post) 
16 (12 women)  
24-44 years 
 
Not stated  Interviews 
Grounded Theory 
Deburdening – need for 
family perspective pre-
BS 
regain & maintain 
control  
 
Sweden 
5 Faccio et al 2016 Beliefs & 
expectations  
(pre & post) 
30 (30 women) 
Average age 35 
Not stated 
15 – 1 year post  
Interviews 
Discourse analysis 
Aid preparation for 
change in identity body 
relationships & quality of 
life  
Change - mismatch 
mind & body  
Italy 
6 Gilmartin et al 2013 Body image 20 (18 women) 29-
63 years  
 
Not stated 
2- 5 years 
Interviews  
Thematic analysis 
 
socially marginalised, 
feeling depressed & 
sexual & intimacy 
difficulties 
HCP support with 
changes & adjustment 
UK 
7 Graham et al 2017 Social experience 18 (11 women) 36-
64 years    
Gastric bypass or 
gastric sleeve  
Interviews 
Grounded Theory 
£15 voucher 
Risk Accepters (12) 
Risk Contender (5)  
Risk contenders (1) 
Risk UK 
8 Groven et al 2010 Negative 
outcomes health 
problems 
5 (5 women)  
25-45 years 
2 interviewed 
twice 
Not stated 
1 year plus 
Interviews  
Thematic analysis 
 
Feeling of shame, failure 
& isolation helplessness. 
Compared old with the 
‘‘new’’ life.   
Homelesness 
Paradox in seeking 
health benefits – had 
unexpected pain & 
problems 
Norway 
9 Groven et al 2016 Negative 
outcomes weight 
regain 
3 (3 women)  
28-50 years 
Not stated 
5 years plus 
Interviews  
Narrative 
phenomenological 
approach 
2 years – good  
Weight regain, socially 
withdrew –
embarrassment  fear, 
failure, shame, 
complicated 
unpredictable – lack of 
support 
Paradox of seeking 
normality – lost hope 
with weight regain – 
felt isolated & alone 
Norway 
10 Homer et al 2016 Expectations and 
experience 
(negative)  
 
18 (14 women) 30-
61 years  
 
Various 
Not stated 
Interviews Photovoice 
Framework analysis 
techniques 
Achieve normality- ill 
prepared for change – 
need for on-going 
support 
Unrealistic 
expectations of 
normality 
UK 
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11 Jensen et al 2013 Body image 5 (5 women)          
18-25 years 
 
RYGB  
1-12 months 
 
Interviews Descriptive 
phenomenological 
narrative analysis 
 
solution to an 
unbearable problem; 
learning new boundaries 
& hope normalisation 
Control - on the edge 
of 
 
Denmark 
12 Knutsen et al 2013  Empowerment - 
focus on 
'constructed' 
identity  
9 (8 women)  
37-56 years 
RYGB  
2 pre-BS & 2 weeks, 2-
3 months & 9 months 
post-surgery 
Interviews 
Discourse analysis 
Patients to take 
increased responsibility 
for their health – pre-BS 
lifestyle courses 
“trapped” within the 
ambivalence of 
freedom & control  
 
Norway 
13 Liebl et al 2015 WLS success & 
maintenance 
14 (11 women) 29-
73 years 
9= RYGB, 1=LSG & 4 
LAGB  
Min 2 years 
Interviews 
Descriptive 
Bandura’s SCT 
theoretical 
underpinning 
8 themes – 
encompassing regaining 
life & managing 
food/new lifestyle 
Control - 
Maintenance – 
support from 
family/friends  
USA 
14 Lier et al 2015 Long term 5 years 
plus 
Daily life 
10 (7 women) 
39-57 years 
Gastric bypass 
5 years plus 
Interviews 
Content analysis 
3 themes - weight loss, 
new body & changes in 
self-esteem.   
Multitude of daily 
changes. Balance pos 
& neg experiences 
Norway 
15 Natvik et al 2013 Long term 5 – 7 
years  
8 (4 women)     
43-53 years  
 
Duodenal switch (DS)  
 5-7 years 
 
Interviews 
Phenomenological 
lifeworld approach 
(Giorgi's analysis) 
 
WLS –emotional 
feelings resonated 
Rediscovered the 
incarnated self - rather 
than in becoming a 
“new” person. 
Control of health-
related habits & 
practices -fear of 
losing control – need 
for individual tailored 
support 
 
Norway 
16 Natvik et al 2014 L Long term 5 – 7 
years   
14 (7 women) 
28-53 years 
Duodenal switch (DS)  
 5-7 years 
 
Interviews 
Phenomenological 
lifeworld approach 
(Giorgi's analysis 
inhabiting healthy 
eating: negotiating 
flexibility within a forced 
structure,” and “beyond 
healthy eating: at the 
mercy of the altering 
body 
Psychological ongoing 
challenges with eating 
Norway 
17 Ogden et al 2005  Change in 
relationship with 
food 
 
15 (14 women) 
25-54 years 
 
Gastric Banding n=8 
Vertical bypass n=1 
Gastric Bypass n=6 
4-33 months 
 
Interviews  
Content analysis 
 
Focus on non-specific 
(feelings) & specific 
effects of surgery 
(eating smaller 
amounts) 
14 significant WLS 2 
bands problems  
Control - with food 
intake for majority 
 
UK 
18 Ogden et al 2006 Reasons & 
experiences  
15 (14 women) 25-
54 years  
 
Gastric Banding n=8 
Vertical bypass n=1 
Vertical gastroplasty 
N=1 
Gastric Bypass n=6 
past 4 years  
 
Interviews 
Interpretative 
phenomenological 
analysis 
4 Themes: 
weight histories;  
decision; motivations; 
impact eating behaviour 
and impact on health 
status, self-esteem & 
relationships  
Control – external 
imposed (release of 
responsibility ) & 
internal (new 
psychological state)  
Paradox of remove 
choice to gain control 
UK 
19 Ogden et al 2011 Unsuccessful WL 
up to 10 years ago 
 
10 (8 women)  
38-56 years 
 
7= LAGB, 1= gastric 
bypass' 2= Roux-en-Y 
Revisions 3= gastoc 
bypass, 2 = sleeve 
Interviews 
Interpretative 
phenomenological 
analysis 
Initial WLS good, 
stabilising/plateau then 
re-gain of weight = 
required a further 
Control -  unified 
sense of self - failure 
mind/body 
UK 
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gastrectomy, 2= pouch 
revision 
10 years plus 
 operation due to 
cheating /emotional 
eating.  
mismatched or 
separate   
 
20 Ogden et al 2015 Negative 
outcomes 
7 (5 women)   
35-55 years  
 
3 = gastric banding; 5= 
gastric bypass (1 had 
both)  
 
Interviews  
Thematic analysis 
Plastic surgery post-BS:  
(i) investment time, 
energy & money; (ii) 
goals - normality (iii) 
barriers  
Psychological issues 
still need to be 
addressed & physical 
change - may not 
have been the key 
factor to negative self-
image.  
UK 
21 Pories et al 2016 Lifestyle changes 
– couples 
experiences 
10 (4 women)  
30-73 years  
various 
3-10 months 
 
Interviews  
Jointly as couple 
Phenomenological - 
Colaizzi’s method 
 
5 themes:  
(a) changes in physical 
health,  
(b) emotional health,  
(c) eating habits,  
(d) greater intimacy (e) 
joint journey 
joint effort & journey 
support –  
plans to re-interview 
longitudinal  
 
USA 
22 Sharman 2015 
 
 
 
 
Support & needs 41 (26 women) 24-
72 years 
 
Various 
 
Focus groups 
Same-sexed 
Thematic analysis 
Described support 
needs including HCP, 
significant others (family 
and friends), peers (BS 
recipients). 
Support needs higher 
1st year  
 
Australia 
23 Throsby 2008 Body size -  
experienced  
35 (29 women) 
Not disclosed 
 
Not disclosed – author 
did not wish to 
contribute to records – 
promoting ‘enfreakment’ 
data 
Focus group + 
Interviews  
Discourse analysis 
 
Re-birth – transition of 
passivity to 
action/responsibility 
WLS ‘tool’ - normality 
Transformation UK 
24 Wallwork et al 2017 Partners’ 
Experiences  
 
10 (all women) 
heterosexual BS 
participants 
 
Various 
16 months - 3 years  
 
Interviews  
Grounded theory  
Male partners $10  
 
positive collaboration 1) 
spouses effort to 
engage  
(2) adoption of the 
behavioural changes (3) 
adjustment  
Harmonising 
‘enriching & 
synergistic lifestyle  
 
 
Canada 
25 Warholm et al 2014 Experiences of 
first year  
2 (2 women)  
30-50 years 
 
BPD-DS 
3,6,9 & 12 months 
Interviews (x4) 
Interpretative 
phenomenological 
analysis 
 
1) movement & activity  
2) eating habits  
3) appearance  
4) social relations  
5) self-assurance   
Ambivalence 
(balancing cost of 
change)  
Support/follow-up 
rehabilitation 
Norway 
26 Wilson 2010 Reflection in 
relation to 
occupation 
 
1 (woman) 
 
Gastric Bypass 
12 months 
 
autobiographical 
 
Changes: pos & neg - 
physical impact ability 
increase in capacity for 
participation  & identity, 
relationship with 
colleagues 
Occupational identity 
& balance  
New 
Zealand 
27 Wood & Ogden 2016 Long term 8 years 
plus 
10 (9 women)  
31-61 years 
 
1= VBG  
3= LAGB  
7= GBP 
8 years plus 
Interviews 
Interpretative 
phenomenological 
analysis 
Eating behaviours, 
relationship with food & 
quality of life. Eat to live 
not live to eat. 
Functionalised  
 (changed mind-set) 
 
UK 
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Many participants have described the emotional and social burdens of being obese 
as permeating all areas of everyday living and view weight loss via surgical 
intervention as a last resort to achieve ‘normalisation’ (Ogden, Clementi et al. 2006, 
Ogden, Clementi et al. 2005, Jensen, Petersen et al. 2014). However, weight loss 
surgery is a contentious topic and many participants have faced criticism, moral 
judgement and a lack of empathy from family, friends and society in general, 
especially those who perceived surgery as an ‘easy’ option to achieve weight loss 
(Homer, Tod et al. 2016, Hansen, Dye 2016).  As such some participants are 
reluctant and/or cautious (guarded) with whom they share and confide their decision 
to undergo weight loss surgery (partial and non-disclosure) (Graham, Mansour et al. 
2016) . Similarly, some participants have also reported experiencing disapproval and 
judgemental opinions post-surgery with negative comments of ’cheating’ to get a 
new body (Hansen, Dye 2016, Graham, Mansour et al. 2016, Lier, Aastrom et al. 
2016, Sharman, Hensher et al. 2017). 
 
As obesity pervades everyday life it is understandable that the outcome/after-effect 
from undergoing BS will equally affect all areas of everyday living and influence 
quality of life (Coulman, MacKichan et al. 2017). These experiences will also be 
shaped by an individual’s beliefs, expectations and support network, especially 
during the transition phase of rapid weight loss to the time of when their weight 
stabilises. 
 
A recent systematic review and thematic synthesis of data was drawn from 33 
studies focusing on the psychosocial outcome of undergoing BS. Three key themes 
were identified: control, normality and ambivalence. Participant’s experiences were  
drawn from eight sub themes ‘weight, activities of daily living, physical health, 
psychological health, social relations, sexual life, body image and eating behaviour 
and the relationship with food’ (p547). The experiences of post-surgery changes 
were summarised as positive albeit with challenges, with physical benefits 
manifesting immediately compared with behavioural and psychological gains which 
were reported as being more gradual and also prone to relapse.    The majority of 
the participants acknowledged that BS was only a treatment/aid and the need to 
maintain weight changes required continuous effort and monitoring of eating regimes 
and to overcome these issues the authors propose long term psychological support 
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to overcome participant’s complex needs post-surgery (Coulman, MacKichan et al. 
2017). 
 
Eating Behaviour 
  
BS alters the digestive system by physically reducing the capacity to accommodate/ 
consume large quantities of food, instantly enforcing a behavioural change which 
has a profound affect with eating patterns (Ogden, Clementi et al. 2005, Ogden, 
Clementi et al. 2006, Jensen, Petersen et al. 2014, Homer, Tod et al. 2016). 
Participants have described how they have had to relearn ‘how’ to eat (Throsby 
2008), as the new eating structure involves changes with when to eat (how often), 
what to eat and foods to avoid. Mastering the meal structure ‘rules’ requires eating 
slowly, little and often, chewing food thoroughly together with shunning rich foods 
and/or unhealthy foods to avoid any unpleasant outcomes (Hillersdal, Christensen et 
al. 2016). One such involuntary consequence is the ‘dumping’ syndrome, which can 
lead to pain together with symptoms such as nausea, vomiting, palpitations, 
faintness and diarrhoea from not following the new eating regime (Natvik, Gjengedal 
et al. 2014). 
 
Throsby likens this change of relationship with food as regressing citing ‘a parody of 
the weaning of infants that gives literal endorsement to the metaphor of re-birth’ 
(p.124) (Throsby 2008). For some participants this experience has also included 
other physical adjustments for examples changes with taste buds (sensations) 
(Pories, Hodgson et al. 2016), whilst, other individuals have expressed feeling less 
hungry and/or psychologically less preoccupied with food (Ogden, Clementi et al. 
2005). This is in contrast to others who have described a sense of loss together with 
food cravings, enduring a psychological desire to eat and having to manage their 
‘food demons’ with fear/anxiety/dread of physical discomfort with ‘dumping’ acting as 
a deterrent (171). These experiences highlight conflicts of the mind/body control and 
the struggle some participants have to manage food cravings (Jensen, Petersen et 
al. 2014, Knutsen, Terragni et al. 2013, Liebl, Barnason et al. 2016, Ogden, Avenell 
et al. 2011)  . The key concept of this change in relationship with food is 
characterised by ‘control’ issues with some participants portraying a struggle and/or 
resistance to adjust and relinquish control (Warholm, Øien et al. 2014, Sharman, 
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Hensher et al. 2017). The literature has also report these challenges to be more 
prevalent with participants who have disclosed pre-surgical BED (Niego, Kofman et 
al. 2007). The long term outcome of those who struggle with self-management of the 
mind/body split are more likely to have less successful long term weight loss 
outcomes and may require additional surgical support (Ogden, Avenell et al. 2011, 
Natvik, Gjengedal et al. 2014). This is in line with the dualist model which attributes 
success based on a unified sense of self (mind/body) (Ogden, Avenell et al. 2011). 
Similarly, some participants have described gaining control and being liberated by 
the imposed surgical changes (Knutsen, Terragni et al. 2013, Jensen, Petersen et al. 
2014)   and supports a pivotal study by Ogden and colleagues (2006), which drew 
attention to this transference of control whereby the enforced change creates a shift 
with participants’ relationship with food and ‘paradoxically’ creates a different sense 
of control (Ogden, Clementi et al. 2006).   
 
Whilst, the majority of follow-up qualitative studies are within the couple of years of 
surgery and one recent study addressed the longer term relationship of eating 
behaviours with ten participants who had undergone BS 8-10 previously. Whilst, all 
the participants expressed making modifications with their relationship with food, it 
was those (6|) who stated developing new coping strategies by adopting an 
indifferent approach to food who were no longer subject to incidences of emotional 
eating and who had a more positive outcome with weight loss. In comparison, the 
participants (4) who described developing a different preoccupation with food were 
less successful with their weight loss. The variation with greater long term weight 
loss success was attributed to participants who had adopted a ‘functionalised’ or 
healthier approach to food with an ‘eat to live’ attitude rather than ‘live to eat’ (Wood, 
Ogden 2016). Similarly, functional and practical experiences were also described 
with 14 participants who had undergone surgery 5 -7 years earlier, and the focus 
was now on re-learning, healthy eating and maintaining weight, whereby the 
emotional pleasure of eating was now absent (Natvik, Gjengedal et al. 2014). 
 
Another, key issue participants experienced from having a surgically modified 
stomach was learning how to manage eating habits in social situations (Throsby 
2008, Graham, Hayes et al. 2017). This encompasses meal planning and/or types of 
food which may not be of the participant’s choice or within their control as presenting 
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a new vulnerability (Jensen, Petersen et al. 2014)   and different set of challenges 
because of the need for different eating regimes which include smaller portions, no 
bread and eating more slowly than their counterparts (Knutsen, Terragni et al. 2013). 
There still remains the fear of isolation and judgement which may be related to a lack 
or limited knowledge of the general public’s reaction thereto (Graham, Hayes et al. 
2017). 
 
Relationships  
 
The majority of lifestyle changes after surgery are experienced within the home 
environment and as such are likely to impinge on other members of the household. 
Whilst the success and long term physical benefits of BS are dependent on the 
participant’s commitment to change principally their dietary practices it is equally 
recognised that successful outcomes, both pre and post-surgery, are enhanced by 
having a support network which includes spouses, family, friends and professionals 
(Pories, Hodgson et al. 2016, Lent, Bailey-Davis et al. 2016). It is also not 
uncommon for obese participants to be with family members who are either equally 
overweight or obese and who also have a more sedentary lifestyle (Lent, Bailey-
Davis et al. 2016).  Existing literature has reported variable psychosocial outcomes 
in relationships when one party in a couple or a single family member has undergone 
BS. For some the benefits of post-surgery changes have offered martial 
improvements (Sarwer, Steffen 2015), whilst other have described marital discord 
(Hafner, Rogers 1990).    
 
The inconsistencies/differences in previous reporting on relationships post-surgery 
may be attributed to how prepared family members are to support participant’s 
lifestyle modifications and may also reflect the relationship dynamics within the 
family, particularly with spouses.  These aspects have been the focus of a number of 
recent qualitative studies which have explored the experiences of non-surgical 
spouses (including long term partners) and families (Pories, Hodgson et al. 2016, 
Lent, Bailey-Davis et al. 2016, Wallwork, Tremblay et al. 2017).     
 
One recent study was based on joint interviews with ten couples, consisting of six 
male and four female surgery participants who had undergone either a Roux-en-Y 
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gastric bypass or sleeve gastrectomy procedure in the previous 3 to 10 months 
(Pories, Hodgson et al. 2016). Similarly, another study explored in separate 
interviews the experiences from the perspective of ten non-surgical spouse’s 
(husbands: 56.1 mean age) 18-24 months after their wives had undergone surgery 
(Wallwork, Tremblay et al. 2017). However, the duration of marriage/partnership was 
not reported and neither was the size/or weights of either party were revealed when 
the relationship commenced (Pories, Hodgson et al. 2016, Wallwork, Tremblay et al. 
2017), which may also be a key contributing factor. These studies determined that 
surgery amplified the existing status and quality of the couple’s relationships. 
Couples or spouses who that stated pre-surgery that they were in positive/good 
relationships described surgery as an aid which had physically and emotionally 
enhanced their relationship. The partnerships had been further enriched when health 
promoting behaviour such as reducing portion sizes had been jointly adopted 
(Pories, Hodgson et al. 2016, Wallwork, Tremblay et al. 2017). Furthermore, those in 
a good relationships also described further benefits of enjoying renewed joint social 
and leisure activities). Overall, the majority of couples and spouses expressed 
feeling positive with the post-operative changes and attributed the success to a team 
or joint effort). (Wallwork, Tremblay et al. 2017) termed this positive 
collaboration/inter-action as ‘harmonizing’. (Pories, Hodgson et al. 2016) study was 
conducted less than one year post surgery, the authors propose to repeat the 
interviews at the one and three year markers to enrich the data with longer term 
outcomes. 
 
In contrast BS was reported as exacerbating issues for those who described 
themselves as being in faltering relationships and with non-cooperative spouses who 
also described feelings of being ill-prepared for any of the necessary post-surgery 
changes. This was mainly linked with spouses who admitted to not being ready to let 
go of their own poor diet and negative behavioural habits despite feeling ill at ease 
with their own size (Wallwork, Tremblay et al. 2017).    
 
Some participants requested extending comprehensive support to include lay and 
health care professionals with both electronic and non-electronic media, to 
accommodate an individual’s needs and fluctuating support requirements during the 
first year post-surgery.  This consensus was drawn from several focus groups of 
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twenty-six women and fifteen men (24–72 years), who were sub-divided by gender 
and type of surgery (Sharman, Hensher et al. 2017).    
 
Improvements in sexual relations were also voiced by five couples, whilst four stated 
remaining ‘good’ and one couple declined discuss (Pories, Hodgson et al. 2016). 
This topic was not discussed with the spouse’s only interview (Wallwork, Tremblay et 
al. 2017).  Whereas, a study of 18 women and 2 men (29-63 years), revealed 5 
female participants to have lower sexual self-esteem post-surgery.  This they 
attributed to a lack of acceptance of their new body image with loose hanging skin 
exacerbating existing problems which they inferred was a core reason for the 
breakdown of their relationship (Gilmartin, Long et al. 2013).  Conversely, a study 
with of 11 women and 3 men (29-73) attributed their weight loss success at 24 
months from disengaging from the negative or damaging influence of a relationship 
(Liebl, Barnason et al. 2016). The current findings within the literature are only 
illustrated with married or long term cohabiting couples in heterosexual relationships.   
 
Whilst these studies highlight the importance and value of positive support system to 
aid long term success, the authors are cognisant of the limitations of the studies. 
These mainly relate to selection bias whereby participants who have had a negative 
post-surgery experience were not represented (Pories, Hodgson et al. 2016, 
Wallwork, Tremblay et al. 2017). This also supports Throsby’s (2008) argument 
about a lack of a comprehensive representation of participants who have not 
managed to master change, not just in the literature, but who do not engage in social 
media forums (Throsby 2008). This concept has been support by a small study in 
which five participants who were initially pleased with their surgical outcome and had 
shared positive experiences on weight loss forums, but as their health deteriorated 
withdrew from this connection citing feelings of shame together with a sense of 
failure (Groven, Råheim et al. 2010).  Negative post-surgery issues and outcomes 
will be discussed in more detail later. 
 
Wallwork and colleagues (2017) postulated that BS education should include 
participant’s spouses/families to aid support and assist with multifaceted changes 
(Wallwork, Tremblay et al. 2017).  However, offers of this kind of assistance should 
be with the consent of the individual undergoing surgery, as it has been well 
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documented that not all participants confided their surgery history within their social 
circle or in some cases with members of their immediate family (Sharman, Hensher 
et al. 2017, Graham, Hayes et al. 2017).     
 
Identity  
  
Warholm and colleagues (2104) study the participants describe how weight loss 
‘changed their perception of themselves and also changed their view of the world 
and the world’s perception of them’ (p10) (Warholm, Øien et al. 2014).  This was 
more evident within the work place as physical improvements enhanced self-esteem 
and aided interaction with colleagues at a practical level and was attributed to 
increased levels of capacity and energy (Wilson 2010). The author also questioned 
‘the relationships between an individuals’ identity as occupational beings and how 
personal identity is shaped through occupation’ (p.6) (Wilson 2010, Homer, Tod et al. 
2016)  . This concept contradicts Natvik and colleagues study where interviews with 
8 participants 5 years after surgery reported that the core of their identity had not 
changed and participants had ‘rediscovered the incarnated self in light of the process 
of change, rather than in becoming a ‘new’ person (p1211) (Natvik, Gjengedal et al. 
2013).  However, these participants did report that whilst they still felt the same they 
were treated (differently) more positively by others. This created a conflict of 
emotions with some participants describing how this new form of attention resonated 
‘suppressed feeling, painful realizations and reflections’ of how unacceptable they 
had been. Whereas for others surgery had had a positive influenced and enhanced 
their self-esteem leading to some participants changing careers (Homer, Tod et al. 
2016)  . This is in contrast to those who were at the time of surgery unemployed and 
who expressed a lack of confidence in seeking new employment (Homer, Tod et al. 
2016).  
 
Body image  
 
Prior to BS as discussed earlier most participants cited a negative body image as a 
major motivating factor for wanting to have BS. Post-surgery experiences are varied 
with some participants having mixed emotions and acceptance issues with their new 
body image and having difficulty identifying with their new diminished size (Faccio, 
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Nardin et al. 2016). Some also still had some form of ‘Body Dysmorphia relating to 
their previous size (Natvik, Gjengedal et al. 2013).    
 
Whilst some described their excess weight as both a barrier and shield against the 
world (p1208) (Natvik, Gjengedal et al. 2013), weight loss and a new body image 
also created a different vulnerability whereby loose hanging skin presented a 
constant reminder of previous failure/shame (Alegría, Larsen 2015, Gilmartin 2013, 
Groven, Råheim et al. 2015) .  Similarly, some participants felt uncomfortable with 
their weight loss and one participant described as it being ‘disgusting to feel and see 
his own bones under his skin’ (p326) (Lier, Aastrom et al. 2016) .  Whereas, 
participants whose he weight loss had been a shared or a ‘harmonized’ experience 
were more positive with their new body image and the changes were also 
appreciated by partners and family (Wallwork, Tremblay et al. 2017, Bylund, Benzein 
et al. 2017).  
 
Negative Outcomes 
 
The start of the weight loss surgery journey for some has been documented as a 
negative experience with prejudices and bias from family members and general 
health care professionals.  Only when participants were with the specialist obesity 
teams did they acknowledge receiving professional and positive support (Homer, 
Tod et al. 2016, Hansen, Dye 2016)  . Negative experience indicate a lack of 
awareness of BS and a need to educate both the public and those within any sector 
of the health care service to aid and support without prejudice the decision of 
participants. 
 
Whilst there is variability with participants surgical outcomes the majority of literature 
reports favourably on surgical experiences and this disparity in investigations has 
received criticism from many authors (Groven, Råheim et al. 2010, Throsby 2008, 
Ogden, Clementi et al. 2005). Conversely, reaching out to participants who have had 
any form of adverse surgical experience has been reported as challenging (Throsby 
2008). However, this reticent to share negative experiences could be attributed to 
participants who feel a double sense of failure for first having to resort to surgery for 
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weight loss and secondly for the lack of success (Groven, Råheim et al. 2010, 
Homer, Tod et al. 2016, Ogden, Avenell et al. 2011, Alegría, Larsen 2015). 
 
A study which highlights this is Groven et al (2010) qualitative interview study with 22 
participants revealed a sub-group of five females (20-55 years) who shared similar 
negative post-surgery experiences. These women expressed regret in undergoing 
non-reversible BS procedures. They stated that weight loss surgery had been 
perceived as a preventative measure to reduce the risk of developing health 
problems associated with being obese (and to also enhance visual social 
acceptance). This desired outcome supports Throsby’s (2008) argument that the 
decision to undergo surgery may be for many reasons other than weight loss and 
also be based on a form of conformity to achieve normalisation and social integration 
whereby the full extent of the surgical risk is either not acknowledged or considered 
due to a lack of negative reporting. Conversely, the health problems of these 
participant’s, while changed still continued after surgery and included symptom of 
chronic pain and overall fatigue together with feelings of being trapped and a lack of 
‘control’. Overall they claimed that their quality of life was now worse than before 
surgery, both physically and psychologically (Groven, Råheim et al. 2010). The 
adverse post-surgery experiences were reported as being due to a negative 
‘hormone balance’, which is in contrast to a plethora of literature on changes with 
metabolic status most notably reported as having a positive influence with for 
example the resolution of menstrual cycle issues (fertility status) and changes 
including remission of type 2 diabetes (Douglas, Bhaskaran et al. 2015). One women 
reported being in chronic pain for 2.5 years before being referred and re-operated 
on, while another described later being diagnosed with multiple sclerosis (MS), which 
her neurologist attributed to the onset of symptoms from weight loss surgery 
(Groven, Råheim et al. 2010).  
 
Participants who had gradually re-gained weight after surgery described feelings of 
shame, failure and embarrassment (Groven, Glenn 2016). Similar feelings were also 
reported by participants prior to undergoing secondary surgical procedures (Ogden, 
Avenell et al. 2011), whereas, participants who had unrealistic surgical expectations 
reported negative post-operative outcomes (Homer, Tod et al. 2016).   
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The majority of participants in these studies described undergoing BS mainly to 
address and achieve ‘control’ with eating issues (Liebl, Barnason et al. 2016, 
Jensen, Petersen et al. 2014)   and to reduce weight whilst, others also cited seeking 
normality and health benefits (Homer, Tod et al. 2016, Groven, Råheim et al. 2010).   
  
Surgical interventions assist with the transference of control by reducing the capacity 
to consume large quantities of food and thereby creating a shift with eating patterns 
to gain ‘control’ over weight issues. This change ‘paradoxically’ creates a different 
sense of control by altering participant’s relationship with food and offering a sense 
of liberation (Ogden, Clementi et al. 2006). Whilst the majority of participants 
acknowledged losing weight rapidly within the first year (Jensen, Petersen et al. 
2014, Bocchieri, Meana et al. 2002, Liebl, Barnason et al. 2016, Lier, Aastrom et al. 
2016)   changing old habits and mastering new behaviour after surgery was 
described as challenging (Ogden, Birch et al. 2014, Liebl, Barnason et al. 2016).  For 
some this transitional process relied on the support network of others to overcome 
daily and social challenges (Pories, Hodgson et al. 2016, Bylund, Benzein et al. 
2017, Wallwork, Tremblay et al. 2017). Whilst others who were not so supported or 
psychologically prepared struggled to manage new eating ‘rules’ and for some this 
resulted in a relapse with gradual weight gain (Throsby 2008, Ogden, Avenell et al. 
2011, Homer, Tod et al. 2016). 
 
Equally, there were participants who feared losing the gain from post-surgery 
‘control’ and acknowledged the need for on-going and tailored support from health 
care professionals  (Natvik, Gjengedal et al. 2013). 
    
Summary 
 
 
To summarise, the experiences participants described were both positive (Pories, 
Hodgson et al. 2016, Wallwork, Tremblay et al. 2017, Sharman, Hensher et al. 2017)    
and negative (Groven, Råheim et al. 2010, Ogden, Birch et al. 2014, Homer, Tod et 
al. 2016) mainly as a result of a shift and adaptation of ‘control’ in lifestyle from 
learning and mastering new eating behaviours, to embracing changes socially and 
within the work environment. The immediate benefits of BS related to physical 
changes including for some a reduced reliance on medication (Homer, Tod et al. 
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2016)  , whereas psychological improvements were described more in terms of a 
gradual and on-going process (Ogden, Avenell et al. 2011). These were also 
intertwined with developing new social skills and were notably enhanced with a 
support network of spouses, family, friends and health care professionals (Bylund, 
Benzein et al. 2017, Graham, Hayes et al. 2017, Wallwork, Tremblay et al. 2017). 
Overall, the literature reveals the complexity of obesity and the influence it has within 
all domains of life and on all relationships. Those participants who had realistic 
expectations by viewing surgery as a ‘tool’ to support the necessary on-going or 
transitional lifestyle changes were more successful.  Whereas, those who perceived 
surgical intervention to be able to address weight issues whilst resisting lifestyle 
changes were more likely to relapse (Ogden, Avenell et al. 2011, Homer, Tod et al. 
2016). 
 
Overarching Theme: Control 
 
The majority of participants in these studies described undergoing BS mainly to 
address and ‘control’ weight problems, with some others also citing secondary 
reasons such health issues. Surgical interventions assist with the transference of 
control by reducing the capacity to consume large quantities of food and thereby 
creating a shift with eating patterns to gain ‘control’ over weight issues. This change 
‘paradoxically’ creates a different sense of control by altering participant’s 
relationship with food and offering a sense of liberation (Ogden, Clementi & Aylwin 
2006). Whilst the majority of participants acknowledged losing weight rapidly within 
the first year (Jensen, Petersen et al. 2014, Liebl, Barnason et al. 2016, Lier, 
Aastrom et al. 2016)   changing old habits and mastering new behaviour after 
surgery was described as challenging (Liebl, Barnason et al. 2016). For some this 
transitional process relied on the support network of others to overcome daily and 
social challenges (Pories, Hodgson et al. 2016, Lier, Aastrom et al. 2016, Wallwork, 
Tremblay et al. 2017, Bylund, Benzein et al. 2017). Whilst others who were not so 
supported or mentally prepared struggled to manage new eating ‘rules’ and for some 
this resulted in a relapse with gradual weight gain (Ogden, Avenell et al. 2011, 
Homer, Tod et al. 2016). 
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Theoretical context 
 
Research has therefore explored the causes and consequence of obesity, the 
treatment of obesity and the experiences of BS.  This research has all been informed 
by a number of theoretical perspectives.   
 
For example research on obesity, overeating and under exercise as a cause of 
obesity draws upon learning theories and the role of modelling and associated 
learning (Thorndike, Pavlov/ Skinner).  Similarly, research on the consequences of 
obesity draws upon the notion of identity and stigma (Goffman 1963).  Goffman an 
influential sociologist of the twentieth century defines the concept of stigma as being 
a socio-culturally perceived form of discrimination based on differences of either 
race, religion and/or physical appearance such as obesity (Goffman 1963).  
Furthermore, research on the treatment of obesity draws upon aspects of self-
efficacy (Bandura 1977) and behaviour change based on cognitive behavioural 
therapy (CBT) whereby, our thoughts determine our feelings and our behaviour, 
based on the works of Ellis (1957),  Also, adherence (Ley 1989)  and perceptions 
and practicalities approach (Horne 2001).  Finally, research on the experience of 
obesity surgery is embedded in the theory of body image (Cash, 2004), social 
comparison theory (Festinger 1954) and coping (Lazarus and Folkman, 1977; Carver 
1986) 
 
Although, informed by a number of theoretical foundations which are difference in 
their perspectives all these theories reflect a simple approach to decision making 
and the triggers and consequences to any decision made.  In particular, these 
theories are founded in the notion of decisional balance based on the fundaments of 
subjective expected utility (SEU) of the balance between cost and benefits (Edwards 
1954).  Central to this theory are an individual’s expectations and subjective cost 
benefit analysis of any outcome.  The SEU theory was founded on an economic 
model based on ‘gambling’ and ‘insurance’ whereby each alternative offers a 
different value or probability and was originally proposed by Daniel Bernovlli (1738).  
This is seen to underpin much of the research pertaining to obesity and its 
management by BS in terms of both the factors contributing to weight gain and those 
key to decision to have BS and its consequences. 
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For example, overeating as a cause of obesity relates to the cost of overeating (eg. 
health and body image) versus the benefits of eating (ie reward or pleasure).  
Similarly, exercise also has its costs in terms of time, effort and physical exertion 
balanced against the benefits of changes in mood, being fit and healthy.   Likewise, 
the consequences of treatment, without surgery also involves costs such as time, 
food avoidance, hunger and effort and benefits including body image improvement 
and health.  Similarly research exploring the experiences of BS can also be seen as 
reflecting costs and benefits in terms of pain, finance, resulting excess skin and 
shock versus benefits including improved social acceptance, self-esteem, confidence 
and body image. 
 
Therefore whilst this thesis draws upon a range of theories which have underpinned 
research and the causes and consequences of obesity and the experiences of BS it 
is ultimately located within the framework of decisional balance and the simple 
weighing up of costs and benefits which both inform decisions and reflect the 
experiences once those decisions have been enacted.   
 
Summary of Chapter 
The literature has illustrated that the increase in the prevalence of obesity can be 
attributed at a macro and micro level to a combination of biological and 
environmental factors. This is exacerbated by negative lifestyles together with 
maladaptive eating practices, physical inactivity and poor sleep patterns. The 
negative health consequences of being obese were discussed in relation to the 
adverse impact on physical and psychological wellbeing (quality of life, 
stigmatisation, and body image). This was followed with a brief overview of current 
treatments for obesity which were presented as behavioural changes relating to diet, 
exercise, anti-obesity medication with a focus on BS.  Weight loss was discussed 
from a physical and psychological perspective in relation to health behaviours with a 
focus on contraceptive practices.  Whilst, weight loss can be achieved with non 
BS remedies the outcome is usually only moderate and short term when compared 
with BS which has been demonstrated to be a more effective remedy.  To 
understand personal experiences of the impact that BS has on lifestyle a synopsis of 
various qualitative studies was undertaken.  This revealed key themes relating to 
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eating behaviours, relationships, identity, body image, negative outcomes together 
with an overarching theme of control.  This synopsis revealed a lack of reporting 
relating to the experiences of young women (18-25 years) who had undergone 
surgery.  Transcending all this literature is an emphasis on decisional balance in 
terms of the costs and benefits of decision making and the experiences of any 
decision made.  This emphasis on decisional balance underpins the thesis and 
provides a broad theoretical context for summating previous research and theories 
and understanding the findings of this empirical study. 
Aims 
 
Focus of Study 
 
The rise in BS procedures in women (18-25 years) converges with a natural peak in 
female fertility, which is the rationale for this study population. BS has been 
demonstrated to enhance female fertility by diminishing or ameliorating menstrual 
irregularities rapidly in the post-operative period (Tan et al, 2012) and therefore there 
is a risk of unintended pregnancy. Factors demonstrating fertility may not be 
physically apparent because of menstrual dysfunctions experienced when obese 
(Bandealy, Stahl 2012) and this may be interpreted as contraceptives not being 
perceived as being necessary (Graham, Wilkes et al. 2014) or contraceptive 
practices with obese women who had undergone BS as either using less effective 
contraception methods or none at all (Alatishe, Ammori et al. 2013).  The thesis 
initially consisted of three empirical studies: a qualitative study, a cross sectional 
survey and a longitudinal study.  These will now be described in the methods 
chapter.  However due to recruitment issues only data for the qualitative study will be 
reported.  
 
Significance of the Study 
 
Previous studies of young women (18-25 years) undergoing BS have been 
embedded within either a mixed adult population, only adult females or women of 
childbearing age (18-45). This study will add to the existing literature by giving a 
voice and sharing personal experiences to support the increasing numbers of young 
women who are now opting for this treatment as a solution to their weight problems.  
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Chapter Three: Methodology  
 
This chapter discusses the research approach for this thesis, commencing with an 
outline of the framework and the broad philosophy underpinning the methodology, 
illustrating how this has guided data collection and analysis.    
 
Next to be discussed is an overview of the design which was originally based on a 
mixed methods approach founded on a methodological triangulation design and 
convergence model (Cresswell & Plano Clark 2007). This approach utilised three 
studies incorporating both quantitative and qualitative data collection from a 
purposeful sample of female participant’s pre and post-surgery. Subsequent 
changes to the original design are discussed in detail at the end of the chapter. 
 
The next section discusses common areas within the design pertinent to all three 
studies in the thesis. These begin with details of participant’s eligibility criteria, 
followed by the variety of approaches employed to collect data, ethical 
considerations, conflict of interest issues and lastly a list of all the documents which 
have been developed for this thesis. The subsequent three studies are then 
discussed in more detail including details relating to how the on-line questionnaire 
was constructed for the quantitative study, together with details of the composition of 
the interview schedule for the qualitative study: 
 
• Study one: Quantitative Prospective Cohort  
• Study two: Cross-sectional Quantitative  
• Study three: Qualitative Interview  
 
This chapter concludes with a section offering an explanation relating to barriers and 
set-backs, which included delays in gaining ethical consideration and approval from 
both the University and NHS. The effect and consequences of these delays and the 
decision to made, namely to withdraw Study One are discussed further. Data was 
subsequently only collected from post-surgery participants in respect of Study Two 
(quantitative) and Study Three (qualitative). Unfortunately, low participant numbers 
for Study Two resulted in the quantitative study being insufficient for analysis. The 
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data analysis for this thesis has subsequently only been prepared in relation to Study 
Three, being the qualitative, one to one, semi-structured interview study. 
 
Outline of Methodology Framework 
 
The outline and theoretical framework of this thesis is based on the paradigm 
‘Pragmatism’.  The rationale for adopting this philosophy was influenced by the 
ability to draw data from both a positivist and interpretative framework of inquiry in a 
practical and flexible manner. 
 
According to Kuhn a paradigm directs (Khun, 1970, Wahyuni, 2012).    
• what is observed and measured  
• the questions asked in relation to the subject  
• how the questions are formulated  
• how the results are interpreted 
• how research is carried out  
• what equipment is appropriate  
 
Social research is understood in terms of philosophical knowledge and theories 
based on ontology (what there is to be known, reality), epistemology (how 
knowledge can be obtained), methodology (theoretical analysis of methods) (Morgan 
2013) and axiology (the ethical perspective of research) (Teddlie & Taashakkori 
2007).   
 
Within the social sciences it is widely acknowledged that there are two dominant and 
contrasting perceptions of reality: ‘realism’ and ‘relativism’ (Khun, 1970, Wahyuni, 
2012) and these will be briefly discussed.  
 
The ontology and epistemology of ‘realism’ is based on the classic hypothetico-
deductive scientific research method, which are linked to traditional, functionalist, 
scientific, positivist based on experimental methodology which measures data in an 
objective way from an etic (looking from the outside) perspective and are connected 
with a quantitative approaches (Khun, 1970, Wahyuni, 2012).   
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In contrast ‘relativism’ takes a naturalist approach, which proposes that realities are 
constructed and are not a fixed entity, and as such it is possible to have multiple 
perspectives of reality. It argues that groups construct meaning or reality based on 
influences, experiences and interactions within the social environment which 
indicates that knowledge is not found but constructed. On this basis realities are 
influenced by experiences and social interactions which may also change over time 
as experiences also change (Khun, 1970, Wahyuni, 2012). This methodological 
approach gains knowledge via an ‘emic’ perspective either from observations and/or 
interactions, with a Researcher interacting from within the group and/or directly with 
participants and is connected to qualitative methods (Khun, 1970, Wahyuni, 2012).    
 
A paradigm that dismisses the realism and relativism ‘divide’ (Felizer, 2010) and 
values different and/or conflicting philosophies i.e. of singular and multiple realities is 
Pragmatism. This paradigm’s orientation provides a practical and logical solution to 
assist with understanding problems in the social world (Cresswell & Plan Clare 2007) 
from both a positivist and interpretative framework of inquire. The methodology for 
this paradigm is based on a flexible approach which utilises a combination of 
methods (quantitative and qualitative) and data collection to address the research 
question(s) (Felizer, 2010). Pragmatism was deemed by the Researcher as the most 
appropriate paradigm for this thesis. 
 
Design  
 
The methodological approach for this thesis was based on mixed methods; 
specifically Methodological Triangulation Design: Convergence Model (Cresswell & 
Plano Clark, 2007) and the mode of inquiry included two non-experimental 
exploratory, fact finding (quantitative) studies, together with an interpretive 
(qualitative) study.    
 
Quantitative and qualitative approaches are the predominant research methods used 
within social science research (Cresswell, J & Plano Clarke, V. 2011) and the 
benefits and limitations of these approaches are discussed further. Quantitative 
studies are fixed and focused and have an emphasis on objective measurements to 
demonstrate via statistical (numerical) analysis to present relationships between 
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variables (Cresswell, J & Plano Clarke, V. 2011; Marks & Yardley 2004). Whereas, 
qualitative methods are a subjective form of social inquiry based on interpretation of 
participant’s personal perspective and/or views of a phenomenon based on 
experiences within their world (Cresswell, J & Plano Clarke, V. 2011; Marks & 
Yardley 2004). Qualitative methods as summed up by Pope and Maye (1995) 
“Development of concepts which help us understand social phenomena in natural 
(rather than experimental) settings, giving due emphasis to the meaning, views, and 
experiences of the participants.” (BMJ 1995 311, 42-45).   
 
In comparison to quantitative procedures qualitative methods follow a less rigid 
format, however to interpret textual data a systematic approach in the 
implementation of collection and analysis of data is paramount (Weiner 2012). 
Qualitative analysis is based on an iterative process from which to evaluate themes 
and patterns. This format and process of analysis is varied and dependent on the 
qualitative methods employed and can include ethnography, phenomenology, 
grounded theory and case studies.  For the purpose of the thesis the analysis is 
based on Thematic Analysis and will be discussed further in the Findings Chapter 
Four.           
 
Participants for qualitative studies are selected based the on their personal 
experiences, however, this also acts as a limitation as the outcome is only 
representative of the cohort being observed (Cresswell, Plano-Clarke 2011). The 
sample size needed for qualitative studies is flexible and much smaller in 
comparison to quantitative methods where higher numbers of participants are 
required to give strength, credence and support to the analysis. Participant numbers 
for qualitative studies are determined by theoretical saturation (the point at which no 
new concepts relating to the phenomenon emerge from the data) (Strauss and 
Corbin, 1998), for that reason it is difficult to definitively predict the exact number of 
participants in advance. Whereas, participant numbers required for a quantitative 
study are higher to ensure that that the results are representative of the group 
surveyed, details of how these numbers are computed are discussed later in Study 
One.   
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Research using two or more methods to collect data is referred to as a mix method 
approach (Cresswell. 2009), this has also been described as the third 
methodological movement after qualitative and quantitative methodology 
(Tashakkori, A & Teddlie, C. 2010).   
 
Mixed methods 
 
A mixed methods approach according to Cresswell and colleagues states: ‘This 
allows the complexity of individual behavior to be observed from more than one 
perspective to enhance, contest, support and/or explain findings’ (Cresswell, Plano, 
Clark 2003). The authors also argue that this approach increases the validity and 
reliability of the research findings. Another benefits of employing a mixed methods 
design is the flexible structure to support the use of a combination of techniques on 
which data can be drawn to best answer the research question(s). Approaches can 
include a mixture of quantitative (numeric: questionnaires, surveys or records) and 
qualitative (text: interviews, observations) approaches (Cresswell, J & Plano Clarke, 
V. 2011). Johnson & Onwuegbuzie (2004, p.17) define ‘mixed method ‘as the class 
of research where the research mixes or combines quantitative and qualitative 
research technique, methods, approaches, concept or language into a single study’.  
Teddilie and colleagues (2007) refer to this approach as ‘methodological 
eclecticism’. Another advantage of adopting a  mixed method approach is that it 
enables each study to have a design uniqueness (Cresswell, J & Plano Clarke, V. 
2011) and also this method avoids basic intrinsic biases associated with mono-
methods (Feilzer, 2010). 
 
The Mixed Methods Methodological Triangulation Design: Convergence Model  
 
Triangulation within this design relates to a process whereby more than one method 
of data collection and analysis is used within a study of the same phenomenon.  
Cresswell and colleagues (2007) identified four processes of triangulation being: 
 
1. Data triangulation: involves time, space, and persons 
2. Investigator triangulation: involves multiple Researchers in an investigation 
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3. Theory triangulation: involves using more than one theoretical scheme in the 
interpretation of the phenomenon 
4. Methodological triangulation: involves using more than one method to gather 
data, such as interviews, observations, questionnaires, and documents. 
For this thesis the methodological triangulation encompassed two quantitative 
studies where numeric data was drawn from a self-reporting questionnaire, with 
empirical textual data collected through one to one semi-structured interviews also 
referred to as non-standard or hybrid interviews or ‘responsive interviewing’ Rubin & 
Rubin cited in (Wahyuni 2012).   
 
All three studies were conducted simultaneously, and the ‘identity’ of each mode of 
inquiry was retained to ensure that each study was conducted in a rigorous manner 
to draw on the strengths of each method.   
 
Concurrent Triangulation Design Convergence Model Visual Model 
 
 
Figure 3.1 Methodological Concurrent Triangulation Design Convergence Model: 
(Creswell & Plano Clark, 2007) 
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In line with the Methodological Concurrent Triangulation Design Convergence Model 
the analysis of data from each study was analyzed independently, then compared 
and contrasted with the other studies, interpreted and then findings were integrated.   
Integration involves merging the analysis and results from both the quantitative and 
qualitative data in order that comparisons can be made. This process offers a more 
comprehensive analysis to present a clearer understanding of the research question 
(Cresswell, J & Plano Clarke, V. 2011, Tashakkori, A., & Creswell, J. 2007) Johnson 
2004). Adopting a mixed methods approach also offsets and counterbalances any 
limitations associated with either method. For example quantitative studies are 
predominately Researcher driven and impersonal, whereas a qualitative approach is 
based on small samples and can be considered highly interpretive. 
 
The next section covers participant’s eligibility criteria, ethical considerations, risk 
burden and benefits, confidentiality, data management, conflict of interest and the 
limitation of the study together with a list of all the documents which have been 
developed for this thesis. 
 
Participants  
 
The participants of interest were a small niche cohort of BS patients (18- 25 years) 
who despite increasing numbers have not been explored in isolation (detail) in 
relation to both quality of life and health behaviours post-surgery. The following 
section details participant’s eligibility criteria. 
 
1. Females between the ages of 18-25 years at the time of surgery 
2. Pre and post any form of BS  
3. Minimum of six months - maximum of 2 years post-surgery 
4. Able to speak/understand/read English and complete questionnaire 
independently 
5. Ability to give informed consent. 
Recruitment 
 
Based on anecdotal reports from bariatric health care professionals (HCP’s) 
observations this specific cohort were noted as being more ‘private’ and who 
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generally did not attend post-surgery patient support groups in person. The HCP’s 
commented that younger participants more often seek support via social media, and 
on this basis two charities were used as the platform to advertise and recruit post-
surgery participants.  The sites used to post an advertisement (Appendix 2) were 
Weight Loss Info www.wlsinfo.org.uk and British Obesity Surgery Patients 
Association (BOSPA) www.bospauk.org.  This recruitment approach also presented 
an opportunity to potentially reach a wider geographical catchment of ‘defined’ 
participants in a relatively cost effective way whilst offering anonymity to those who 
chose to volunteer and participate so creating an opportunity to yield a higher 
response and a more nationally (UK) representative cohort of participants for the 
analysis to draw upon.   
  
1. Weight Loss Info (www.wlsinfo.org.uk) is a weight loss charity which provides 
support and advice to members who have undergone any surgical procedure 
for weight loss. Weight loss Info started in 2003 and currently has over 20,000 
members on its on-line forum.   
 
2. BOSPA (British Obesity Surgery Patients Association)  www.bospauk.org  is a 
patient support group that operates via a ‘closed’ Facebook group for its 
members. 
 
Recruitment posters were also placed with nominated BS centres and at allocated 
poster boards at the University of Surrey (Appendix 3). The nominated BS centres 
were: 
a. Western Sussex Hospital NHS Foundation Trust, Chichester, West 
Sussex 
b. Ashford and St Peters Hospital NHS Foundation Trust, Surrey  
c. Royal Cornwall Hospitals, NHS Trust, Truro, Cornwall 
d. Heart of England Hospital, NHS Trust, Birmingham 
Design considerations 
 
The participants in this study were females who were between the age of 18 and 25 
at the time of undergoing BS and thus the outcome of the study can only be 
MPhil Student: U6011614 
 
89 
 
generalised to this specific population. Participation in the study was primarily drawn 
from an on-line tool (questionnaire).   
 
According to reports for the (Office of National Statistics 2017) in relation to internet 
access:  
• Available in 86% of households (22.5 million) 
• In the UK in 2015 the internet was accessed every day, or almost every day, 
by 78% of adults (39.3 million)  
• Almost all adults aged 16 to 24 (96%) accessed the internet “on the go”. 
Despite these statistics it was acknowledged that there would be a small minority of 
potential participants who may not have had access to a computer or smart phone 
and would therefore by the nature of the design of the study be excluded.   
 
An unavoidable limitation with a single student research study was that only one 
interpreter and coder were involved with the data collection and analysis and to 
counterbalance this a fellow PGR student was invited to independently reviewed the 
data to minimise Researcher bias. Both supervisors also had unlimited access to all 
data for the duration of the research and provided appropriate input in this regard. 
 
Ethical Consideration 
 
This section covers the potential risks, burdens and benefits and how these issues 
were addressed within the participant information sheet (PIS) Appendix 8.  
 
The Researcher accepted responsibility for ensuring the wellbeing of herself and all 
participants involved in the study. Taking this into consideration the design of the 
research supported participation in the study via electronic and/or the telephone or 
Skype and as such the Researcher at no time had any direct physical contact with 
any of the participants.    
 
In the event that a participant felt sensitive or had any concerns from one or more of 
the questions posed, either during or from the interview, they were advised to seek 
professional advice from their GP or bariatric centre (http://www.nres.nhs.uk/).  The 
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PIS was designed to gain consent electronically with the on-line self-reporting 
questionnaire, whilst consent for the interview study was obtained in ‘paper’ format. 
 
Informed consent was gained for each phase of the study and participants were fully 
informed of the purpose, the intended use and possible outcomes of the research 
together with what their contribution entailed, such as the possible time, risks and/or 
benefits involved. The participant information sheet (PIS) was designed with all these 
elements included and written in ‘lay’ everyday language for the target audience to 
enable the participants to make an informed decision on whether or not to participate 
and/or who to consult or revert to for more information about the study and whom to 
contact with regard to problems or complaints.  The PIS also advised participants 
that they had the right to withdraw at any point and their care and/or after surgery 
support would not be compromised or affected in any way: 
(http://www.hra.nhs.uk/resources/before-you-apply/types-of-ethical-review/ethical-
considerations-in-research/).  
Research data collected was compliant with the Data Protection Act (1998) and will 
be held for a minimum of 10 years in accordance with the policy of the University of 
Surrey in the strictest confidence. 
Conflict of Interest  
 
None - There are no conflict of interests as the Researcher has no personal or 
professional relations with any of the volunteer study participants. 
 
Study Documents 
 
These include forms developed for this study (Appendix 1 – 11) and forms 
completed for ethical approval. 
 
1. Invitation letter for Pre-surgery Participants 
2. On-Line Advertisement 
3. Local Advertisement 
4. Landing Page (this is the Participants Information Sheet and consent form for 
the on-line questionnaire) 
5. Copy of the on line questions 
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6. Invitation letter follow up for the Pre-surgery volunteers for the post-surgery 
questionnaire 
7. Invitation letter for Interview 
8. Participants Information Sheet for Interview 
9. Consent form for interview 
10. Interview Topic Guide 
11. Risk Assessment Form 
 
 
Ethical Approval  
 
Prior to data collection this thesis received favourable ethical opinion from: 
 
• The University of Surrey Research Integrity & Governance Office (RIGO) was 
received on the 26th October 2016 (Appendix 12) 
 
• The NHS Health Research Committee Yorkshire & The Humber - Sheffield 
Research Ethics Committee NHS reference number 16/YH/0242 
(Appendix13)  
 
• The NHS Health Research Authority letter dated 24th October 2016 (Appendix 
14) 
 
The next section discusses the three studies in more detail. 
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Study One: Quantitative Prospective Cohort  
 
Background 
There is an existing body of literature which has indicated a positive relationship 
between BS and health related quality of life (Lindekidlde 2015). However, current 
research as demonstrated with Driscoll et al (2016) systematic reviews and meta-
analysis illustrated participants were represented with a broad age range from 30 – 
62 years, and the relationship between quality of life and health behaviours has to 
date not been explored within the specific cohort of obese women between the ages 
of 18-25. 
 
Aim 
This study proposes to assess changes in quality of life and health behaviour prior to 
BS and again six months post-surgery with women between the ages of 18-25.  
Hypothesis: It is expect that there will be significant positive differences between pre 
and post bariatric patient’s quality of life and health behaviours. 
 
Design 
A quantitative prospective cohort study. 
 
Sample 
The prospective participants were a purposeful sample (n=20), to be recruited from 
the nominated tertiary bariatric clinics. Participants who fulfil the study criteria and 
are preparing to undergo any form of BS were to be invited and given a participants 
information sheet (Appendix 1) with details of the study at their pre-operative 
evaluation consultation appointment on how to voluntarily participate in a two-part 
study (pre-surgery and again at least six months post-surgery).   
 
Design of Questionnaire 
Consideration given to the design of a questionnaire is presented in Appendix 15. 
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Measure  
 
The self-administered questionnaire was designed to be completed either as an on-
line instrument or via a QR (quick response) app (a download facility for mobile 
phones) which is activated through an electronic 'gateway' with the University of 
Surrey to an on–line platform Qualtrics 2015 (www.qualtrics.com/). The University 
Information Management Team have confirmed that Qualtircs fulfils the University of 
Surrey criteria for a software provider because it is a UK-based digital provider with a 
UK-based server.   
 
Questionnaire  
 
The Qualtics software package has a provision to customise questionnaires to elicit 
data in a format of the Researcher’s preference. For the purpose of this study an 
existing psychometric instrument being the Bariatric and Obesity Specific Survey 
(BOSS42) (Tayyem, Atkinson, J.M. & Martin, C.R. 2014), was incorporated within 
the questionnaire together with profile characteristics, subjective health status and 
sexual reproductive health related questions. 
 
Bariatric and Obesity Specific Survey (BOSS-42)  
 
This Bariatric and Obesity Specific Survey (BOSS-42) (Tayyem, Atkinson, J.M. & 
Martin, C.R. 2014), provided a reliable and validated bariatric specific health related 
quality of life psychometric questionnaire, and consists of 42 questions within six 
domains relating to: Incapacity, Work and Wellbeing, Social Function, Appearance 
and Health, Eating Patterns and Sexual Health.   
 
Additional questions relating to subjective health status, profile characteristics and 
sexual health were also included. Profile characteristics enquiries related to age, 
ethnicity, education/employment status, current living arrangements, details of 
weight loss surgery, BMI or Height and weight at surgery, health co-morbidities, 
relationship status and any close family member or relative who had undergone BS. 
Subjective health status included: eating patterns; sexual health; body esteem; social 
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support: family and friends; emotional wellbeing. Whereas, sexual reproductive health 
questions related to: sexual orientation, contraceptive, pregnancy, family planning.  
 
Design of the Questionnaire  
 
The questionnaire was designed for both pre and post BS participant use.  
Questions were generated based on participant’s responses via a filter and ’funnel’ 
answer options and as such participants were only presented with either pre or post-
surgery questions. In addition, this questionnaire program was designed to prompt 
participants for a response if a question was left unanswered to pre-empt and/or limit 
potential missing data. Also, programed into the questionnaire was a block to 
prevent participant’s reverting back to previous questions to pre-empt answers being 
influenced and changed from later questions to thus reduce response bias. All of the 
participant’s responses collected were updated instantaneous on Qualtrics allowing 
the Researcher to monitor and review data collection.   
 
Informed Consent 
 
The ‘landing page’ (Appendix 4) on the questionnaire is equivalent to the Participants 
Information Sheet (PIS) and presents details of the study and eligibility to participate, 
details of what is involved, how to participate together with the risks and benefits and 
whom to contact for further information. Participants were required to give ‘electronic’ 
consent confirming that this page had been read by pressing the ‘yes’ consent button 
to continue and generate the questionnaire. If the ‘no’ button was pressed then none 
of the questions would be revealed and participation automatically ended.  
 
Pre-Pilot 
 
Prior to piloting the on-line questionnaire, informed colleagues (fellow PGR 
students), within the discipline were approached to critique, review, appraise and 
comment on the clarity and relevance of questions to ensure that both prospective 
pre and post-surgery participant’s would find the questionnaire ‘user-friendly’ and 
easy to navigate.     
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The consensus from the majority of the reviewers drew attention to questions 
incorporated in the middle section of the questionnaire drawn from the validated and 
reliable BOSS-42 questionnaire. Fellow colleagues voiced concerns with the ‘flow’ of 
some of the questions not following a logical or reasonable pattern. The main 
concern was raised with question 4: 
4. Does your weight limit you in the following activities?  
• D. Tying you shoes 
• E. Sexual performance 
The constructive comments were evaluated and a decision was made to effect 
changes to the identified ‘questions’ within the BOSS-42 section of the 
questionnaire. Acknowledging that this portion of the questionnaire would no longer 
being credited with being validated or reliable, further modifications and changes 
were made to incorporate and/or re-frame questions to be more pertinent to the 
study. Response options were also reviewed and changes made to the same 
consistency and response range for example ranging from ‘Very dissatisfied to very 
satisfied’ or ‘Much worse-much better’. Each construct was evaluated and appraised 
and changes made within the four constructs being sexual health, body esteem, 
social support and emotional impact. 
Sexual Health 
• Your sex life 
• Sexually attractive 
• Sexual intimacy 
• Happy with sex drive/urge? 
Reverse – low sexual desire 
Body Esteem 
• The way your body looks 
• You like the shape of your body 
• Happy with your physical appearance 
• Being comfortable with your body image 
Reverse – hating the appearance of your body 
Social Support 
• The support you get from family/friends 
• Your family understood what you were going through/ Your friends were 
sympathetic and encouraging 
• Your family were understanding and caring/ were your friends there for you 
• Supported more by your family/ More sociable with friends  
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Reverse -Being unsociable/withdrawn 
 Emotional  
• Life in general 
• Content with your life 
• Your feeling of well-being 
• More satisfied with life 
Following all the amendments another pre-pilot questionnaire was repeated with the 
same group of professional colleagues who approved and supported the changes.  
 
Pilot 
 
Two female volunteers who had undergone BS but were outside of the study criteria 
in respect of reproductive age piloted the on-line questionnaire (Appendix 5). This 
data was not included in the analysis. 
 
Pre and Post Surgery 
Participants were invited to complete the questionnaire via the on line link or QR app 
prior to surgery and again six months post-surgery. Within the questionnaire they 
were required to leave their contact details whereby an invitation letter (Appendix 6) 
was prepared and diarised to be sent six months post-surgery to invite participants to 
contribute to the second part of the study.      
 
Data Analysis 
 
The quantitative data was proposed to be collected via Qualtrics, and was to be 
imported into the statistical package IMB SPSS version 22 licensed to the University 
of Surrey.   
 
The modified questionnaire was based on a 5-point Likert scale (zero-four) where 
four represents a high score and a better Health Relate Quality Of Life. Descriptive 
analysis of the demographic profiles will present the continuous variable as means 
and SDs while categorical variables will be presented as frequencies and 
percentages to offer a broad synopsis of this clinical population. The analysis will 
also document contraceptive practices and multivariable models will assess the 
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relationship between the variable clusters of: Sexual Satisfaction, Body Esteem, 
Social Support (from both family/friends) and Emotional. Statistical analysis: chi 
squared, parametric (test for normal distribution) and non-parametric test, including 
paired sample t tests will be used on the data to determine statistically significant 
changes pre and post-BS.  
 
This study was subsequently withdrawn from this thesis, detail and the rationale 
relating to this are discussed in the barriers and limitations section at the end of this 
chapter. 
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Study Two: Cross-sectional Quantitative Study 
 
Background  
 
Data from NSBR (2014) report that the number of under 25’s now seeking surgical 
intervention for weight loss is increasing and these are predominately (ratio of 4.1) 
women. Weight loss surgery has been demonstrated to be an effective treatment to 
induce, support and maintain up to 15-25% weight-loss (RCOG), most notably within 
the first couple of months post-operatively. Surgical intervention for weight loss 
enforces behaviour changes and adjustments with eating patterns and also influence 
lifestyle changes which prior to surgery have impaired quality of life physically and 
psychologically. Also contingent to participants new body weight are improvements 
to psychological aspects such as self-esteem. Other changes from BS have 
demonstrated a positive influence on medical conditions, including resolution with 
menstrual dysfunction leading to enhanced fertility, at an age (18-25) which 
correlates with a natural ‘peak’ in fertility. Research of contraceptive practices post-
operatively have not demonstrated changes with women of child bearing age (18-45) 
(Johansson, 2015). However, this behaviour change has not been explored within 
the specific cohort of obese women between the ages of 18-25. 
 
Aim 
 
This study proposes to evaluate at least six months, but no longer than 2 years post-
operatively, the impact of BS on quality of life and any changes in health behaviours 
with a focus on family planning and contraceptive practices.  
 
Hypothesis  
 
The hypothesis proposes that the impact of BS would be positively associated with 
an improvement in quality of life (body image, self-esteem, life satisfaction) with a 
negative correlation with changes in health behaviours in relation to contraception 
practices. 
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Design 
 
A quantitative cross-sectional study. 
 
Sample 
 
The purposeful sample were female participants between the age of 18 and 25 who 
had undergone any form of BS and were at least six months but no longer than two 
years post-operative. 
 
The nominated sample size of (n=80) had been calculated from NBSR (2014) (The 
United Kingdom National Bariatric Surgery Registry (NBSR). 2014)  data records for 
2011-2013 which have recorded 462 weight loss surgical procedures on young 
women between the age of 18 and 25 in the United Kingdom (UK).  Using this as a 
represented population sample, with a margin of error of 10% and a confidence level 
of 95%, to evaluate the number of participants needed for this study (Raosoft 2004).  
 
Questionnaire 
 
The questionnaire was accessed via an on-line link or QR and has been discussed 
in great detail in Study one. 
 
Data Analysis 
 
The data collected via Qualtrics, will be imported into the statistical package IMB 
SPSS version 22 licensed to the University of Surrey.  Multiple regression is the 
proposed analyses to determine the relationship between several independent 
variable (body image, eating patterns, physical activity sociability, supportiveness 
from family and /or friends, intimacy,) and the dependent variable (BS) to determine 
if an increase in quality of life and positive change in health behaviours a minimum of 
six month and up to two years post-operatively has occurred. 
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Data Management 
 
All information collected about the research participants during the course of the 
research was kept strictly confidential. Personal contact details provided via the on 
line questionnaire were removed when written communication had been generated.   
 
Invitation to the Qualitative Study 
At the close of the post-surgery questionnaire was an invitation for participants to be 
interviewed in a confidential one-to-one interview with the Researcher and ‘share 
their story’ and personal experience. Participants who wished to be interviewed were 
invited to leave their contact details. 
However, Study Two (quantitative) was subsequently withdrawn from this thesis due 
to the low participant numbers and data being incomplete for analysis. 
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Study Three:  Qualitative Interview Study  
 
Background 
 
The rise in BS procedures in women in the 18-25 age range converges with a natural 
peak in female fertility, which is the rationale for this study population. Whilst, 
quantitative studies have illustrated improvements in health related quality of life 
post-surgery this has been associated within a broad age range 18-62  (Lindekilde, 
Galdstone 2016), and little is known about the personal experiences and the impact 
weight loss surgery has in relation to women between the ages of 18-25.   
 
Aim 
To gain an understanding of young women’s personal experiences of undergoing 
any form of BS, and the benefits that they have attributed to this treatment in relation 
to quality of life (mood, health status, self-esteem, body image) and health 
behaviours (diet, exercise and sexual health) with a specific focus on reproductive 
health, contraceptive practise and family planning.   
 
Design 
 
The study used a qualitative design with in-depth semi-structured interviews to be 
conducted via the telephone or on Skype. An interview topic guide was used to direct 
the one-to-one interviews (Appendix 10). 
 
Audio interviews (telephone) are more traditionally associated with quantitative 
studies and as such there is a dearth of information on qualitative studies conducted 
using this approach (Novick 2008). Conversely, this method was selected because 
of the flexibility and the advantages this approach offered to both the interviewees 
and interviewer. Key advantages included being able to communicate irrespective of 
geographical location, minimise carbon footprint and also to eliminate any potential 
risks to safety. Furthermore, sensitive information was able to be gathered in a less 
intrusive manner, for example, in the privacy of participant’s home thereby lessening 
the emotional intensity of participating in the study. This approach also offered 
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participant more control over how the interview was managed, for example Skype 
interviews have the flexibility to be conducted via a synchronised live screening by 
either visually engaging with or just observing the interviewer (retaining their visual 
anonymity) or no visual interaction at all. Some critiques of the latter approach have 
highlight the absence of a visual cue or non-verbal data negatively impacting the 
interview outcome and rapport, however, there are limited studies to support this 
claim (Novick 2008, Irvine, Drew 2012).   
 
Sample 
 
Participants had undergone various forms of BS and were at least six months but no 
longer than two years post-surgery and who had given their contact details on the 
questionnaire were sent a covering letter (Appendix 7) together with a participant 
information sheet (PIS) (Appendix 8) and a consent form (Appendix 9). A pre-paid 
envelope was also enclosed in which to return their signed consent form. The time 
frame for this process provided an adequate interval for participants to give 
consideration, reflect and ask any questions prior to being interviewed. Only upon 
receipt of the signed consent form did the Researcher make contact and arrange an 
appointment for the interview. 
 
The interviewees had completed the quantitative cross-sectional on-line 
questionnaire and provided their contact details.   
 
Interview 
 
The one-to-one semi-structured interviews were designed to enable the Researcher 
to gather textual data relating to the participant’s personal experiences. This mode of 
enquiry also offered the interviewees a platform to express and convey issues, 
elements and/or views which may not have been raised within the closed-ended 
questions in the quantitative study (Marks & Yardley 2004). 
 
Drawing on existing literature of young women’s experiences of body image (Jensen 
et al 2013) psychosocial changes (Bocchieri et al 2002) systematic review of 
outcomes (Chang et al 2014) relationships (Clark et al 2014) post-surgery and the 
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sigma of weight loss (Hansen et al 2016) the topic guide was developed to 
incorporate open-ended questions of key areas of interest relating to the research 
aim:  
• What was their personal experiences of having BS?   
• What influence did they perceive this surgical procedure has had on their 
quality of life?   
• What impact has the surgery had on their health behaviours (diet, exercise 
and sexual health) especially in relation to reproductive health and 
contraception practices? 
 
The interview schedule acted as a prompt to ensure that all relevant points relating 
to the aim of this study were explored with each participant, although the direction of 
the interview was orchestrated by the participant’s reflective narrative. All the 
interviews were all initiated with the same opening question: 
 
• Please would you tell me about yourself and your life before surgery? 
 
Examples of prompting questions: 
• Please would you describe how you feel about yourself since having surgery? 
• How do you feel your life has been affected since having surgery?  
 
A copy of the participant’s signed consent forms have been retained in the 
Researcher’s study portfolio and are kept in a secure and locked cabinet within a 
locked office at Surrey University. 
 
Data Management 
 
Participant were allocated a reference-code and only the Researcher and 
supervisors had access to identify participants. The reference-coded list, together 
with the signed consent forms and audio (digitally) recorded interviews was placed in 
a secure and locked cabinet for the duration of the study. All other information or 
data provided was kept either in a locked filing cabinet and/or stored on secured 
University servers within a locked office at the University of Surrey under the 
supervision of Professor Jill Shawe (Principal Supervisor). The responses from the 
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interview were anonymised and were not identifiable from any of the recordings or 
reports arising from the study. 
 
Data Analysis 
 
Analysis involved taking an idiographic approach to comprehend and interpret the 
personal experiences of the participants. Participants who were willing to share and 
articulate their personal experience together with their interpretation of such an 
experience will in turn receive unequivocal acceptance from the Researcher in 
relation to the version of events. This two-stage interpretation process has been 
described by Smith (2004) as a ‘double hermeneutic’ (Smith 2004).   
 
The one-to-one interviews were conducted via Skype and were digitally audio 
recorded and lasted between 45 minutes and one hour.  The audio recorded 
interviews were transcribed verbatim. Each interview was allocated a reference code 
and only the Researcher and supervisors had the ability to identify participants. The 
reference-coded list and audio tapes were placed in a secure/locked cabinet. 
Analysis was based on an idiographic approach using thematic analysis to interpret 
the personal narratives/experiences and identify semantic themes. This was a 
recursive process which followed the systemized format of (Braun, Clarke 2006), 
based on six stages analysis: familiarisation with data (reading transcripts and re-
listening to the recordings), identifying patterns and themes, grouping, coding,  
reviewing themes defined and analysed using thematic analysis.   
The Researcher had a general awareness and knowledge of the data having 
personally conducted all the interviews (via Skype) and transcribed the narratives. 
The interviews were transcribed verbatim with attention given to punctuation to avoid 
misinterpretation. Likewise, to preserve a factual account and retain meaning the 
non-verbal utterances such as laughing/coughing were also included in the 
transcripts, in line with Braun and Clarke (2006) recommendations (Braun, Clarke 
2006). This is in contrast to other qualitative methods such as conversation analysis 
or discourse analysis or narrative whereby the transcripts are required to be more 
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detailed with nuances and/or presented in a script like fashion (Marks & Yardley 
2004; Braun, Clarke, 2006).   
 
The first stage of the analysis was based on familiarisation of the complete data set 
starting with re-listening to all audio recordings and re-reading the printed transcripts 
in their entirety. This offered a general overview together with a breadth of 
understanding of the data to support creating a basis on which to initiate formulating 
ideas, identify patterns and key phrases (Braun, Clarke, 2006). 
 
The second stage of analysis searched for meaningful groups or phrases to 
generate the initial coding and was conducted manually, recording anything of 
interest either by highlighting and/or making notes (in the margins). The manual 
assessment of the transcripts was also support by importing both audio and written 
versions of the transcripts to Computer Assisted Qualitative Data Analysis Software 
NViVO 10 (Service Pack 6) (QRS International 2013) which is licensed to the 
University of Surrey. This is a software tool that supports storing and organising 
qualitative data analysis (QDA) and is based on a structured process using ‘tree 
nodes’, ‘nodes’ and ‘cases’. The ‘tree nodes’ related to key themes and the ‘nodes’ 
were the sub themes whilst ‘cases’ refer to the either the written or audio interviews.     
 
The third stage of analysis was conducted via NViVO 10, in which the manual 
assessments were grouped into codes (nodes) and appraised on a broader basis by 
reviewing the relationship underpinning the comments or phrases and/or meaning 
between codes and then clustered into key themes (tree nodes). The different 
themes aided analysis in identifying the main overarching or transcending theme. 
 
In the fourth stage of analysis the consolidated coded data was reviewed again to 
ensure that there was a clear distinction and clarity between the themes. This was 
reinforced by re-reading the transcripts and also re-listening to all the interviews.   
 
In the fifth stage of analysis the coded data and themes were defined and named.  
 
Lastly, six stage of the process the analysed data with supporting extracts was 
written up in the findings chapter. (Braun, Clarke 2006). 
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Barriers and Limitations 
 
There were various confounding problems with preparation of this thesis, initially with 
gaining ethical approval from NHS, who had concerns most notably relating to the 
vulnerability of the participants, despite a plethora of past studies being conducted 
with obese cohorts.   
 
Examples of some of the points raised: 
 
“The participants in this study are being recruited by virtue of having had BS. As such 
their eligibility for the study is dependent on their having been NHS patients. A 
favourable NRES opinion is required for studies that involve participants who are, or 
who have been, NHS patients (in respect of study criteria), no matter how they are 
recruited. Please could the Researcher provide evidence of an NRES Committee 
advice on their requirements for this study?”  
 
“What are the possible benefits of taking part? i. It is the nature of research that by 
taking part participants can reconsider their needs and requirements. However, to 
state this could be considered coercive, or indeed alarmist. Those participants who 
may be defensive about their reproductive health may find this threatening.” 
 
“Suggested wording for anonymous ‘on-line’ questionnaire”  
 
“You may take time to think about your involvement in this study, talk it over with 
family or friends and ask questions of those whose contact details have been 
supplied. When you are satisfied that you have had all your questions answered and 
you are happy to take part, you can return to this page to give your consent and start 
the survey. Alternatively, if you are happy with what you have read so far and would 
like to continue, please click here to give your consent and start the survey now.” 
 
 
Efforts made to overcome Barriers 
 
The first point was challenged on many occasions on the basis that what was being 
requested was to contact all NHS bariatric sites in the UK to gain permission on the 
basis that someone who volunteers to be part of this study may have had surgery at 
that NHS site was not practical or realistic. Furthermore, the on-line questionnaire 
offered participants the facility to complete the questionnaire anonymously, and also 
made no enquiry to where they had undergone surgery. Unfortunately, this 
unnecessary ethical request took many months to resolve and agreement to remove 
this issue was eventually only gained when Professor Jane Ogden (supervisor) 
intervened. 
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The above issues caused a huge delay and ethical approval was only received at the 
end of October 2016 and this thesis which was scheduled for completion December 
2017.    
 
These delays made it untenable to keep within the allotted research time frame to 
complete all three studies for these thesis and the prospective study (Study One) 
was withdrawn. Ironically, none of the participants who did contributed to this thesis 
had undergone surgery via the NHS.   
    
Barriers with Recruitment 
The second major challenge related to the recruitment of participants. Recruitment 
numbers had taken into consideration statistics from the BOMSS report together with 
verbal testimonies from HCP’s at three NHS BS sites. In the design stage of the 
study HCP’s had broadly identified that there would more than sufficient eligible 
participants who had undergone surgery within the last two years to support the 
study’s criteria based on both gender and age. They also offered anecdotal advice, 
whereby it had been noted that this cohort had in the past not really engaged with 
NHS post-surgery support groups. Taking this information into consideration, the 
structure of recruitment for this study was based on an on-line platform to offer an 
opportunity for participants to engage with and be part of this study whilst remaining 
private and not having to attend or be part of a post-surgery support group.   
Promotional literature was present and accessible at the three NHS sites to attract 
participants attending pre-surgery and after-surgery routine check-ups. This study 
was also promoted via social media nationally with posting on two bariatric charity 
post-surgery support groups (WLSinfo and BOSPA) and also locally with posters at 
the University of Surrey.   
  
Efforts made to overcome Barriers 
 
I had explored a variety of formats to reach out and accesses young women who 
had undergone BS both nationally and within the community. However, despite close 
collaboration and support from HCP’s in the NHS bariatric units and the support of 
nominated charities in promoting and re-posting this study the numbers of volunteers 
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who came forward to engage with this study were disappointingly very small. With 
only a sample size of 14 for the quantitative study being achieved and only 7 
participants recruited for the qualitative study. The number of volunteers was a lot 
smaller than anticipated and as a consequence the cross-sectional post-surgery 
quantitative study data could not be analysed due to low participant numbers.  
Whereas, participants for the qualitative study offered a diversity of experiences to 
draw upon as they had undergone weight loss surgery at different private bariatric 
centres within the Home Counties.   
 
Overall, this has proved to be an exceptionally hard group to reach and engage with 
despite the increase in numbers of young women undergoing BS. This study may 
have been more successful in recruiting participants if there had been a reduced 
time difference between receiving ethical approval and the deadline for the 
completion of the study or if I had taken the option of exercising temporary 
withdrawal. This would have enabled Study One (A prospective cohort (before/after 
surgery) quantitative study) to be part of the thesis.   
 
As this was a student’s study, some participants may have been reticent about 
sharing their experiences with a person they perceived to be of a similar age 
(possible associated peer group stigma). I have reflected that as a mature student I 
could have used my age to my advantage, by having a photograph on the 
recruitment literature, whereby I may have been viewed more as someone (of their 
mothers age) who they would have possibly felt confident to confide in and share 
their experiences with. 
 
The following chapter four presents the findings gathered only from Study Three: 
Qualitative Interview study. 
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Chapter Four: Findings 
 
As discussed earlier the findings for this thesis were only drawn from Study Three 
being the qualitative one to one interview study.  This chapter commences with a 
profile of the participant sample, the data analysis and the themes identified from the 
narratives. 
 
Sample  
 
The respondents were originally ten young women who had completed the on-line 
questionnaire and provided their contact details.  They were all sent a covering letter 
relating to the study (Appendix 7) together with a participant information sheet (PIS) 
(Appendix 8) and a consent form (Appendix 9).   A pre-paid envelope was also 
enclosed in which to return their signed consent form.  However only seven 
participants signed and returned the consent forms and were subsequently 
contacted and interviewed.  The seven participants were between 21 and 25 years at 
the time of surgery.  Only one participant had undergone a secondary BS procedure 
from reversible surgery to permanent.    
 
The seven respondents had no knowledge or connection with each other either on a 
personal basis or via social media, however, all shared a similar experience having 
undergone weight loss surgery within the private sector, albeit at different 
sites/facilities.  The Researcher did not have access to medical records or details of 
comorbidities, BMI, pre-surgery weight or type of surgery undertaken all information 
was self-reported by the participants.  None of the participants reported having had 
children and also none reported being diagnosed with type 2 diabetes. All 
participants were give a pseudonym and the profile characteristics are shown in 
Table 4.1.  
MPhil Student: U6011614 
 
110 
 
Table 4.1 Details of the interviewees - Profile characteristics 
 
Name Age  Pre-WLS 
Weight 
(kg) 
Pre-
WLS 
BMI  
Type of 
Surgery 
Current 
Weight 
(kg) 
 
Time 
since  
WLS  
(months) 
Weight related health 
problems 
Relationship 
 
Contraceptive Family 
planning 
Status 
  
mother’s 
influence 
Megan 
 
25 110 
176 
36 Gastric 
Sleeve 
66  < 24  Anxiety & depression 
Post BS acid reflux, 
stomach problems, 
menstrual problems & 
exhaustion 
>5 years Implant Not at the 
moment 
 
Employed 
Mother put 
her on 
various 
diets 
Jessica 
 
25 120  
 
40 Gastric 
Bypass 
90  
 
6  Heart problems  
Mobility issues 
Depression & anxiety 
Irregular periods 
Gall bladder removed 
post-BS 
Married Condom Yes 
post-12 
months  
check up 
Employed  Close – 
mother has 
no weight 
issues 
Natasha 23 134  42 Gastric 
Bypass 
111  < 24  PCOS 
(told infertile) 
Two slipped discs 
>5 years None  
 
Circa 3 
years’ time 
Full-time post 
grad student 
Mother 
Undergone 
BS 
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Emily 24 120 
 
43 Gastric 
Bypass 
76  
 
13  PCOS 
Anxiety 
None None No - Does 
not want a 
family 
Employed  No weight 
problems 
Alison 23 115  
 
46 Band 
 
90  
 
14 Migraines 
PCOS 
Lack of & irregular  
periods  
Advised will need 
Intervention for 
pregnancy 
No None Yes – in the 
future 
Employed Mother 
weight 
issues has 
been size 
26 
Chloe 24 
 
89  
 
31 Band 
 
78  
 
10 
 
Anxiety (sertraline) 
Gastric reflux  
Hernia  
Low haemoglobin & low 
vitamin B12  
<1 year Pill  Employed Mother 
serial 
dieter 
Lauren 
 
21 
& 
25 
 Not 
stated 
Band &  
Gastric 
Bypass 
 < 24  Hormonal problems 
Diagnosed with 
borderline PCOS 
Depression 
Gall bladder removed 
post-BS 
>5 years Condom Later 
possibly 3 to 
5 years’ time 
Employed Mother 
Undergone 
BS 
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Analysis of Findings 
 
Data collection and findings were based on the interviews with the 7 participants and 
as the latter two interviews supported and enhanced the existing themes it was 
decided that within this cohort saturation had been achieved and it was not 
necessary to recruit anymore participants to this study.  Whilst, the sample size for 
this study was within the lower range for thematic analysis it was acknowledged as 
being relatively homogeneous (Smith, Flowers et al. 2009) 
 
The findings were drawn from thematic analysis based on the recursive process and 
systemized six stage format of analysis founded on the works of Braun and Clarke 
(2006).  This approach has been discussed in detail in the methodology section 
(Page 106).  Analysis of the data identified three key themes: 1) identifying a 
problem, 2) seeking help and 3) reality check.  These themes will be illustrated in 
more detail with exemplar quotes.  Transcending these themes was the ‘overall cost’ 
in relation to being obese, seeking a solution and the outcome from weight-loss 
surgery.   
 
Table 4.2 Themes, Sub-themes and the Transcending theme 
 
Themes Sub-Themes Transcending Theme 
 
Identifying a problem Childhood stigma  
 
 
 
Overall cost 
Acknowledging problem 
Searching for causality 
Health issues 
Desire to change 
Seeking help  Traditional approaches 
Outsourcing 
Hope 
Consumerism 
Reality check 
 
Shock 
Life style changes 
Adjustment 
Personal investment in 
change 
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Theme one: Identifying a Problem 
 
Some of the participant’s personal histories revealed experiences of weight related 
stigma when they were very young of primary school age.  Whereas, by the time 
they had reached adolescence all the participants’ narratives portrayed an 
awareness that their weight was an issue, and that was one of the reasons they 
reflected that they were unlike the majority of their peer group.  The young women 
went on to describe the impact being overweight had on their health and well-being.  
Identifying the problem was described in terms of five sub-themes:  i) childhood 
stigma; ii) acknowledging problems; iii) searching for causality; iv) health issues and 
v) a desire to change.  
  
i) Childhood stigma  
 
Three of the participants disclosed that they had endured negative experiences of 
weight related stigmatisation and bias at a very early age.  They recalled, albeit in 
different scenarios, receiving negative and unwanted attention and remembered 
feeling sensitive to the undesirable comments, and also feeling ‘embarrassed’ 
because they were unable to change events or their weight at that time (having no 
‘control’).  All of these participant’s voiced that they were intrinsically aware of being 
different to their peers of a similar age.   
 
Chloe recalled feeling embarrassed at the unwanted attention she received from 
being dissimilar from her classmates because of her size both height and weight, 
coupled with the subsequent unwelcome ritual of regular assessments. 
 
……in primary school I was taken out of my classes to be weighed and 
measured every six weeks because I was the tallest and biggest person in my 
class, so I guess I was actually conscious from that point…… (Chloe) 
 
Whereas, Natasha recollected the very direct and insensitive remarks from her father 
and the disapproving attention she received from him because of her size, which 
also revealed his negative weight bias. 
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……I first became conscious of my weight in about - when I must have been 
about 8 or 7.    My dad was always telling me I was fat…… (Natasha) 
 
In contrast, Emily remembers being gently guided by her mother to ‘cover up’ a bit 
more, especially in her dance classes, and whilst she describes being sensitive to 
these remarks she explained that she was very aware that she was different from 
her peers.  
 
……always a bit broader and was the tallest and a bit bigger than all my 
friends…… I have always been a little bit different and that yeah found that a 
little bit upsetting (Emily) 
 
Conversely, this did not deter Emily from being physically active or from competing 
at a high level with swimming or dancing.  She also nonchalantly revealed some of 
her achievements and having the accolade and title of being an overall winner at a 
very young age 
 
…….I was doing um swimming for county……Yes, I was the Under 8s 
ballroom and disco champion (Emily) 
 
It has been well document that weight related stigma is pervasive and can be 
experienced at any age and within various domains from either lay or the 
professional population.  These vulnerable young women bore testament to that and 
recalled experiencing weight bias and stigmatisation from close family and within an 
educational setting, both of which should be considered safe and protective 
environments.  Enduring any form of stigma at any age has a detrimental impact on 
self-esteem. 
 
ii) Acknowledging Problems 
 
By early teens, all the interviewees were personal aware that their weight was an 
issue and for most this acknowledgment was purely based on observational 
comparison with their peers, and for some others it was also re-iterated by negative 
comments from their peers. 
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Alison recollected  
 
Yeah – probably the beginning of secondary school maybe when I was about 
13 or 14 when you notice that a lot of your friends are smaller than you 
(Alison).     
 
Likewise, Jessica also noticed her physical change in puberty with her weight 
increasing: 
 
Um it must have been when I was about 13 or 14 and that is when the weight 
started to go on (Jessica) 
 
Similarly, Lauren describes not only being aware but becoming very preoccupied 
with her weight at this age: 
 
Oh from a very young age... I've been obsessed with my weight since I was 
about 13……I was very conscious about my weight…… (Lauren) 
 
Whereas, Emily stated suddenly becoming conscious of her actual physical weight 
together with her new and unwanted social identity:  
 
……but looking back at pictures I wasn’t really that fat until puberty really…… 
Um but certainly at secondary school was the massive kinda big change and 
that ‘I was the fat one’ (Emily) 
 
Emily also describes the emotional impact this had on her feelings and the façade 
she used to shield herself against the hurt: 
 
I hated being the fat one but you put on a comedy mask and you get on with 
it.  (Emily) 
 
Weight related stigmatisation and bias comes in various guises and several of the 
other participants also recalled their negative experiences. 
 
Chloe’s describes her unpleasant experiences of being verbal abused: 
 
Probably when I was about 13. And before that, I never really thought about 
it……when I got to secondary school is when I realised that actually I was, 
what I was called, fat (Chloe) 
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This is in contrast to Alison’s experience, who describes not being bullied but who 
identified that her weight was a problem as she distinctly remembered adverse 
comments relating to her outfits/appearance because she was notably different to 
her peer group: 
 
…… but people would comment when I was a child wearing like adult 
clothes……from about 14 or 15 I was – I wore very similar clothes to my 
mother who is 30 years older than me and my friends would be wearing like 
tight jeans and vest tops and things and I would always be wearing like a 
jumper or I refer to now as a tent, I would weary very baggy dresses and 
baggy tops and stuff…… Um my choice but also I think it is also more of what 
you can wear – when you are bigger I think fashions seem to accommodate 
smaller people. (Alison) 
 
Some of the young women like Natasha not only acknowledged their weight issues 
but also tried to analyse what they perceived to be the cause of the problem.  She 
attributed her weight issues to her parent’s marital break-up and admitted she had 
used food as a means to cope with her unhappiness: 
 
I have always been anxious about new food ...... I was very sad and ashamed 
and it highlighted that it was an issue when in fact it there wasn’t an issue I 
only desperately started to put on weight when they split up…… (Natasha) 
 
For a few of the interviewees they described how an intricate relationship with food 
had emerged from negative childhood experiences and how for some food had 
become a source of comfort to manage their feelings: 
 
iii) Searching for causality 
 
Some of the participants described trying to make sense of their obesity status and 
understand or determine the cause of their weight problem 
 
Lauren’s evaluation was based on her eating habits which she describes as a 
spontaneous response to any negativity: 
 
MPhil Student: U6011614 
 
117 
 
I'd had quite a bad relationship with food. When I get upset, I eat….My dad 
was diagnosed with cancer when I was 17, and that made my eating a lot 
worse, because I just ate and ate and ate, because I was so upset about it.  
 
Lauren also described another time where her weight increase dramatically:  
 
I went to uni….then I put on quite a lot of weight on…… I reckon 5 stone or 
more, um but I just felt really bad about myself.  I think I was upset about my 
dad, and I was stressed because I had lots of exams to do.   (Lauren). 
 
Natasha also described trying to make sense of her eating behaviour:  
 
My eating habits prior to surgery... I'm not someone that, if there's a plate of 
food in front of me, I had to eat it. I was happy to leave food. But I would have 
normal-sized portion of pasta, say, and then after that, I would sit down and 
eat a giant bar of Dairy Milk, followed by some ice cream, and then before I 
went to bed, have a bowl of cereal and a packet of crisps. [laughing].  I would 
just constantly, constantly eat, constantly eat …… (Natasha) 
 
 
She perceived her eating patterns were based on past incidents of emotional 
‘control’ issues with her father and by avoiding confrontation and suppressing her 
anger and how this had shaped her clandestine eating behaviour: 
 
…… my dad would say things to me about my weight and put me on a diet 
and buy me special food and then I started secret eating and um from then 
until now, even now   I have used food as an emotional support response at 
any time of emotional…… (Natasha). 
 
Also, in line with this a few participants describe experiencing a total ‘lack of control’ 
with certain foods and the lengths they would go to ‘feed their need’, for example 
Emily describes her ‘chocolate’ obsession and how her parents would try to remove 
the temptation rather than address what was driving or underpinning her behaviour: 
 
………I always used to steal food and they (parents) would um try and hide 
the chocolate and things and she said I’ve always had the sweetest tooth in 
the whole world ………yeah it would seem that I’ve never really had much 
self-control……… I don’t know why I have always been obsessed with by food 
(Emily) 
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Whereas, Lauren describes her relationship with food more synonymously linked 
with a ‘feast and famine’ pattern, oscillating from total control to complete lack of 
control (weight cycling):  
 
I felt like I just kept going round in a vicious cycle where I would try different 
types of diet, and I'd lose a stone or two stone, and then it would go back on 
and more. I used to get really low, and I'd go through bad cycles of eating, 
and trying a diet, and eating, and diet (Lauren) 
 
 
Similarly, Chloe portrayed her preoccupation with food albeit in a broader context 
with her self-imposed controls or restrictions together with an intense interest in 
calorific value and the ‘origin’ within the food chain: 
 
…………I did become a bit obsessed with counting all my calories and I 
became really fussy with food……I’m quite restricted with my diet 
anyway…….. I can’t really remember that there’s a reason, I just know that 
certain things… I think I think about it too much in my mind about why I don’t 
want to eat it. With me, if I think about what it is and where it’s come from then 
I don’t fancy eating it (Chloe) 
 
 
Whereas, Alison (5ft 3in) apportions her dramatic weight gain from the contraceptive 
pill 
 
I was 11-13 around 11 stone……I was put on the implant (18) and I had that 
for 3 years and …..then I got it renewed for I think 2 years and then they said 
(GP) that could contribute to me putting on quite a lot of weight…… from 
about the age of 19-23, I gained 7 stone (Alison) 
 
 
Similarly, l Natasha also reported health problems associated with her weight 
increase  
 
I used to dance, and I really enjoyed that, but in the last three years, I have 
suffered two slipped discs……I first slipped a disc in January 2014. I just bent 
over.  So I’ve been immobile, basically, for some of that time, and it’s really 
been bad and my weight just rocketed, about 4 stone. So, I ‘ve stopped 
(dancing) because well I wasn’t fit enough, because of my weight and 
because of my back.  
 
  
Overall, the majority of participants recognised being overweight, most notably in 
their teens and was the result of having had a complex and unhealthy relationship 
with food.  Whilst, a few others credited external factors as aiding and exacerbated 
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their weight problems.  Weight increases impact with both physical and 
psychological health. 
 
iv) Heath issues  
 
All the interviewees described physical and psychological health problems arising 
from being obese.   The main physical suffering experienced by all of the young 
women was in relation to menstrual disorders, which is a recognised health problem 
commonly associated with obesity.   Four of the women also confided that they had 
been diagnosed with polycystic ovary syndrome (PCOS) and of those two voiced 
unease as they revealed that they had been medically identified as infertile.   
Furthermore, most of the participants disclosed having an awareness of the adverse 
relationship between obesity and menstrual problem. 
 
Jessica conveyed her understanding and knowledge of the underlying influence of 
her menstrual problems: 
 
…… they did stop completely because obviously I was so overweight …… when 
you are overweight you sometimes don’t have periods because you are too big 
(Jessica) 
 
Similarly, Alison also revealed her general medical awareness of menstrual 
problems:  
  
Not many people know that if you’re overweight it affects your periods 
(Alison). 
 
Some of the participants also stated that they had received medical diagnosis 
relating to their problems: 
 
…… I’ve always had very, very, very irregular periods and they (Medical 
Practitioner) said I’ve got polycystic ovaries (Emily) 
 
Likewise, a few of the young women had also received advice re their menstrual 
problems expressed understanding the medical implications this had on their fertility 
status:   
 
I started when I was 13, and then I had maybe sort of five periods a year. It was 
never normal…… I hadn't had a period from the age of 16 until up to 19, when I 
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was diagnosed (by General Practitioner) with polycystic ovaries on both ovaries; 
one of them being really severe, and one of them being quite bad…… I've been 
told I'm infertile (Natasha) 
 
Alison also confided that she had already received professional health care advice 
whereby she had been forewarned of the likelihood of needing some sort of medical 
intervention or assistance to become a mother: 
 
I have been told by the doctor that if I want…… I have to go…… If I'm thinking 
about getting pregnant, I have to go and talk to them first. Like, oestrogen 
injections and things…… it's very unlikely that I'll just fall pregnant (Alison)  
 
Aside from menstrual problems, some of the young women also describe, 
experiencing a variety of other adverse physical health conditions, again 
characteristically associated with being obese.  These included heart problems, 
breathlessness, sleep apnoea, thyroid, gastric reflux, hernias, inflammation of the 
bowel, slipped disks and gall bladder problems.   Whilst, none of the participants to 
date had been diagnosed with type 2 diabetes, a few had speculated that this 
chronic illness would be forthcoming if they didn’t change their lifestyle: 
 
……….that was the fear that I would develop some kind of diabetes because I 
was eating a lot I was binging a lot and I was extremely overweight and there 
is always worries of diabetes when you are that overweight and everyone was 
said to me if you haven’t got it now you if you continue to go the way you’ve 
been going you will develop it (Jessica) 
 
Likewise, Natasha expressed her concerns: 
 
………..I'm sure diabetes is waiting in the wing (Natasha) 
The interviewees also recounted experiencing psychological issues and these 
included some form of anxiety, depression, low moods and eating disorders.   
 
For some of these young women they describe experiencing a psychological 
combination of both depression and anxiety:  
 
I had gone to see her (GP) about other health issues and it was more sort of 
about my depression and anxiety (Jessica) 
 
Likewise, Megan stated also experiencing both:  
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…… I have issues with anxiety and depression for as long as I can remember 
(Megan) 
 
 
Whereas, Lauren expressed generally just having negative feelings:  
 
I was just very low, I had very low self-esteem, I was very unhappy about my 
appearance, and about life in general. I was a very unhappy person …… I felt 
so low that I that I sort of feared the world (Lauren) 
 
Similarly, Natasha’s comments related to her feelings and she also focused on the 
undesirable bond she had with food and how this had adversely influenced her 
moods: 
 
…… I got really down, because it felt like I was being left behind, that I was 
the only person in the world that had such an unhealthy relationship with food 
…… (Natasha) 
 
 
Whereas, Chloe divulged details of her pharmaceutical support together with a 
justification of why she has been on this medication for the last two years with no 
plans to change or seek alternative non-medical support.  
 
 …… Sertraline is for anxiety……Yes, I tried to come off it and it just 
made me really tearful all the time, so I just went back on it…… don’t feel like 
I need counselling or anything like that but I just think I am in general one of 
those anxious people (Chloe) 
 
All the participants had experienced physical and psychological issues which were 
all characteristically associated being obese. 
 
v) Desire to change 
 
Collectively these young women revealed having made many verbal manifestations 
of a desire to change their weight status based on their physical and psychological 
struggle with a myriad of diets and are encapsulated within these two narratives: 
 
Jessica’s desire to change was prompted by an assortment of adverse weight 
related health problems: 
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Um basically before I had the surgery I was I was extremely overweight um 
and I was having heart problems, I was I suffered very badly with anxiety and 
depression and I was getting breathless and I couldn’t walk anywhere and I 
couldn’t do anything um and I sort of decided that I needed to sort myself out I 
couldn’t continue putting on weight the rest of my life (Jessica). 
 
 
Whereas, Natasha describes her frequent struggles culminating in a viscous circle of 
dieting and weight yo-yoing, and the realisation that she needed to break this 
unhealthy pattern of behaviour: 
 
I have lost the weight before um but every time I lost the weight I put it all 
back on again and more so whereas before I had sort of lost four stone and I 
got down to the weight that I wanted to be I then put on six stone and it was 
just sort of a never ending cycle and I just knew that even if I lost the weight I 
could never keep it off.  So I knew I had to do something drastic as it were 
(Natasha). 
 
All the participants vividly recalled the time when they identified their weight as being 
a problem.  For a few of the young women it was an accumulation of negative weight 
related experiences in childhood.  Whereas, for the majority, personally recognising 
that their weight was an issue occurred in adolescences, triggered mainly by noting 
visual differences with their peers and also not conforming with societal expectations 
of image and size.   This coupled with enduring adverse physical and psychological 
obesity related health issues culminated not only in a desire to change but to also 
seek help.  
 
Theme two: Seeking Help 
 
The second theme to be extracted from the personal histories related to the diverse 
methods and approaches the participants had explored in seeking a solution (help) 
for weight loss.  Collectively, the young women described how they had initially 
pursued a variety of traditional self-managed dieting methods, however these 
attempts only offered a short term solution and when ceased resulted in weight re-
gain or increasing.  After many unsuccessful attempts some of the participant 
describe obtaining further assistance via outsourcing.  The term ‘outsourcing’ is used 
in the context of seeking help with an emphasis of a shift of responsibility being the 
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dietary control (restraint) to external support.   However, when these approaches 
were also unsuccessful the participant’s then sought to shift more control to gain 
control with their weight.   Their ‘hope’ for a solution was focused on weight loss or 
BS.  This can be understood in terms of four sub themes:  i) traditional approaches; 
ii) outsourcing; iii) hope and iv) consumerism.   
 
i) Traditional approaches 
 
The collective rhetoric of the young women described investing time and effort into a 
diverse range of traditional/conventional self-manage diets including basic calorie 
counting, omitting food groups and membership to local fee paying dieting 
organisations.   Dieting is based on a foundation of deprivation in various guises, 
whereby success is also enhanced with physical activity. However, the majority of 
the participants revealed not making any long term behaviour changes either with 
eating or with regard to any form of exercise. All the young women described their 
dieting success as temporary or ‘in the moment’ and came to the realisation that this 
repetitive practice was ineffective for long term weight loss success.  The 
interviewees describe their experiences together with their rationale of diet choices.   
 
Most of the young women voiced experiencing a variety of diets as captured by 
Alison’s comments:  
 
……I tried so many different diets, so it obviously didn't work (Alison) 
 
Likewise, Natasha explains also appraising different types of diets together with the 
nuances of each to try and match with her eating preferences.  On the basis of 
understanding her constraints dismissed certain dieting options:  
 
I've tried Slimming World many, many times. Again, I'll get up to, kind of, a 
stone, and then I'll just put it back on, plus another one. I haven't tried 
anything like Slimfast or anything like that, because any thought of not being 
able to eat enough food... At least on Slimming World, I could still sit there 
and eat a bowl of potatoes, whereas on other diets, I wouldn't have been able 
to, so I didn't even try. It wouldn't have worked (Natasha) 
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Whereas Chloe describes in more detail developing a preoccupation with one type of 
diet (counting calories) and the impact this approach had on her eating patterns and 
food choices: 
 
I started counting my calories when I got into secondary school and I did end 
up losing quite a lot of weight over the next couple of years and I did become 
a bit obsessed with counting all my calories and I became really fussy with 
food (Chloe) 
 
All of the young women described enduring negative weight cycling experiences 
whereby weight recurrence was sometimes higher than their pre-diet weight.  
Jessica also offers an explanation for the underlying reason why she regularly 
terminated diets: 
 
……..well I done literally all the diets you could of possible do.  I’ve done the 
Atkins diet and the high protein diet and the sort of cutting out food and um 
doing exercise I tried that before and I was alright for a while, all while I was 
losing substantial amounts of weight I was okay doing it but when it started to 
slow down I couldn’t handle it anymore and I would relapse and I would go 
back to food (Jessica) 
 
Similarly, Chloe also comments on her reasons for justifying stopping dieting: 
 
…… if I’ve been on a diet for a long time and I’ve exercised and I’ve made 
effort and I don’t lose any weight then that makes me fed up and I think what’s 
the point then? 
 
She also describes being frustrated with her futile dieting attempts whilst, 
recognising the need to change: 
 
…… I just seemed to keep putting on weight and I didn’t know why. I even 
tried exercise and diet and nothing was working for me and I just had enough 
in the end because I was just getting bigger and bigger and bigger and 
nothing seemed to be working and I got up to about 14 stone in the end, so I 
thought I need to do something (Chloe) 
 
Similarly, Jessica also voices the need to shift (move-on) from traditional weight loss 
approaches: 
 
…… I have lost the weight before um but every time I lost the weight I put it all 
back on again and more so whereas before I had sort of lost four stone and I 
got down to the weight that I wanted to be I then put on six stone and it was 
just sort of a never ending cycle and I just knew that even if I lost the weight I 
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could never keep it off.  So I knew I had to do something drastic as it were 
(Jessica) 
 
The participant’s personal histories reveal the frustration, demoralisation and 
disillusionment and weight yo-yoing from repeated dieting with conventional 
approaches. They also describe a lack of long term weight loss success which also 
fostered negative beliefs in their ability to change.  This is in line with Seligman’s 
learned helplessness theory where repeated disappointment creates an inner belief 
of having no control over certain situations making it appear futile or pointless to try 
and succeed.  Hence seeking a shift of responsibility to aid weight loss. 
 
ii) Outsourcing 
 
To overcome the lack of success with managing their weight several of the 
participants describe experiences with alternative weight-loss methods via 
‘outsourcing’ support.   In the context of this study ‘outsourcing’ is a term given to 
external assistance usually provided by a large commercial dieting organisations.  
Support is more managed and controlled with formulaic programmes and in some 
instances can include meal replacement together some form of medical 
management and/or group support sessions for example on behavioural change.  
 
Chloe describes taking prescribed weight loss medication and being disheartened: 
 
I went to the doctor before and said that I feel I’m putting on loads of weight 
and it’s getting me down and they gave me some of those horrible tablets, I 
can’t remember what they’re called, Orlistats.  I did persevere with them, but 
they were really awful and they didn’t make any difference, so I didn’t have 
them anymore after I’d finished them (Chloe). 
 
Likewise, Lauren recalls and lists the outsourcing options she had previously 
explored.  
 
Yes, I tried everything, including therapy. I had hypnotherapy, I had CBT, 
behavioural therapy. I tried every single diet you can go on about, even the 
natural and ones you can buy illegally off the internet, which are basically 
speed (Lauren) 
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Whereas, Megan under the guidance of her mother describes her experience and 
how she progressed from self-managed conventional dieting approaches to 
outsourcing to a large international dieting organisation, which promoted drastic 
weight loss over a short period of time, citing ‘£ for pound’.  Megan explained that the 
programme was based on a very low calorie diet with food replacement in the form 
of food-packs together with option of group therapy sessions, to promote changes 
with eating patterns: 
 
I was put on it ‘um yes in the summer between AS levels and A levels – and 
um something and I lost about four stone in about three months (Megan) 
 
The weight loss success Megan craved from this extreme diet was as she described 
short lived.   She emotionally recalled the rapid and dramatic weight loss as having a 
huge and detrimental impact on her health and wellbeing:   
 
I did not feel very well to I felt I had the flu I was not able to walk up the stairs.  
I got taken to the GP were my blood pressure was something like 70 over 
40………..I had to go to A&E immediately and basically my the only way they 
could describe what had happened was that my body had started to 
deteriorate and like my muscles had started to waste rather than get rid of fat 
– and it had effected and I had lost rather a lot of muscle down the right the 
left hand side of my rib cage which meant that my ribs were not expanding 
properly and that they were pushing on my lungs which was causing 
shortness of breath – um so I that was in bed for about six months after 
that………… and I put all the weight back on and more within the space of a 
year (Megan) 
 
Despite this serious health trauma and life-threatening experience Megan confided 
that she went on again to invest in a similar extreme diet programme albeit run by a 
different organisation for another period of 8 months.  Pursing this this high risk 
approach highlights her desperate desire to lose weight:   
 
I lost about eight stone um of that and they were a lot more helpful in terms of 
I would see a doctor every month and have blood tests every month and it 
was a lot more managed.  But again with that as soon as it stopped the 
management of you what you should be eating stopped as well.  It was also 
extremely expensive it was about £220 a week just for the food alone 
although the meal replacements…… (Megan) 
 
MPhil Student: U6011614 
 
127 
 
Megan confirmed that on this occasion she had had no adverse health problems 
associated with this extreme dieting practice.  However, she describes the outcome 
as regrettably similar to all her other dieting approaches, whereby once the 
programme ceased her weight returned and more.   
 
iii) Hope 
 
After several years of failed attempts to control their weight either by self-
management or via ‘outsourcing’ these young women describe developing a sense 
of ‘hope’ and considered BS as a solution for their weight problem.   Most of the 
participants recalled earlier incidences when the topic of weight loss surgery was 
raised, mainly by close family members and friends, although one participant did 
acknowledged that her general practitioner (GP) had made the suggestion because 
of health concerns.  Also, the recommendations and/or suggestions from others to 
consider surgical intervention to manage their weight were met with contrasting 
reactions.  This corresponded more positively if the advice has been requested by 
the interviewees however, a negative reaction was received if suggestions had been 
made uninvited. 
 
Natasha stated that she was personally able to validate the success of BS as she 
had observed her mother’s surgical weight loss achievements, however, she did 
divulge that this outcome had resonated some unexpected and mixed feelings.  She 
candidly described experiencing strong and contrasting emotions of both being 
inspired yet fearful and jealous of her mother’s accomplishments:   
 
I first heard about BS via mum when I was 16 (7 years ago) and the general 
concept of it…… I saw her (mother) have it, and then my weight just carried 
on getting worse and worse, and higher and higher…… I was jealous, and I 
was sad that she was leaving me behind ……So, we made the decision to get 
some money together and I was going to have it privately (Natasha).  
 
   
 
Likewise, Alison also recalled intense emotions, primarily of being shocked together 
with feelings of hurt at the unexpected suggestion from her parents coupled with 
their offer to fund weight loss surgery.  The reasons behind her parent’s offer could 
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either mask a weight bias within the family or a desire to assist their daughter with 
fitting in with current societal conventions of being a certain weight or image, albeit at 
the expense of not addressing the underlying reasons for her weight problem: 
 
It was offered to me when I was 18…….By my parents…… I rejected it saying 
– I felt offended actually I thought that I could do this on my own……and then 
three years later, seven stone more, I tried it (Alison) 
 
Megan also had a similar experience characteristically associated with obesity bias.  
She describes feeling affronted at the audacity of a new encounter who stated that 
she should have weight loss surgery: 
 
Um well it first came into my mind about um 2010 when my partner’s mother 
decided to tell me the first time I met her that her friend had had weight loss 
surgery and that I should have it! (Laughter) (Megan) 
 
In contrast, Jessica describes seeking advice for health issues from a medical 
professional and whilst initially taken aback with their suggestion to explore the 
surgical route for weight loss she did acknowledge and understand that this was to 
be viewed as a treatment or aid to resolve her weight related health problems: 
 
…………I’d never really thought about it.  And it was just that my doctor said 
look you are really unhealthy now you need to sort yourself out.  Um have you 
thought about this kind of surgery? ..… I wasn’t going to have the surgery and 
I was going to try and do it on my own again and I was going to do it for my 
wedding and get it done after that. (Jessica) 
 
Most of the young women’s rhetoric describe initially rejecting the concept of 
undergoing surgery for weight loss, even those who were inspired by the successful 
outcomes of others.   Conversely, a few years later and after many more 
unsuccessful approaches to achieve weight loss, all of the participants describe 
having ‘hope’ that surgery would be the solution to their weight problem.  However, 
the route to surgery was very mixed with some opting to undertake comprehensive 
research and deliberate their options whilst a few others made more impulsive and 
instant decisions. 
 
Alison, (as mentioned earlier had the support of her family but) describes opting for a 
thorough approach and researched a variety of weight loss surgery options.  She 
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also defined her logic behind her surgery choice and revealed that a key influential 
factor in her overall decision of where to have the operation was also based on the 
after-care support offered: 
……I'd researched it quite a lot. The bypass said that you'd get quite quick 
results but it's more dangerous, and then the gastric band... I knew that it's 
reversible, so I thought if I have any real difficulties or it doesn't help, or 
anything like that, I can go back. You can have it tightened and loosened, so 
that's another thing I quite liked. It can always be adjusted. So if I get used to 
a certain eating pattern, I can go back…… But the team I went to, they 
seemed to have good follow-up care, which is what I'm interested in (Alison) 
 
This approach is in contrast to, two other participants who describe a more impulsive 
being both unprompted in their decision to undergo surgery and also unaided with 
sourcing surgical information. 
 
Chloe explains that her operation was self-funded and she describes independently 
exploring BS options and the rational for choosing the band: 
 
……I did look at other options. I did look at the balloons and then I just knew 
that because that isn’t a permanent option and they are taken out after six 
months, that I knew the weight would come back on and it would just be a 
waste of money. And obviously I paid for the surgery myself. So if I couldn’t 
have a gastric sleeve because my BMI wasn’t high enough to have that, so 
the gastric band seemed like the only sensible option at the time (Chloe) 
 
She also reveals that her decision was made with minimal family involvement: 
…… She (Mum) came with me for my pre-surgery meeting, my pre-op and 
she came with me for my operation, but she didn’t come to any of my 
appointments. I went to one appointment just to discuss the possibility of 
having one first………………if I want something done, then I just like to go 
and get it done, so I’m not really… I’m quite independent in that way (Chloe) 
 
Likewise, Emily also describes her solo and more impulsive surgery journey:  
I just did a little bit of research, told my mum, said, “Oh I’m going to go and 
see a surgeon.” She couldn’t come with me…….. so I just went on my own, 
found out about it, looked at the money, talked to my dad about the monies 
and did it ……….(Emily)  
 
The young women also confided that the motivation to have BS was not just weight 
related, for some it was future health planning with a focus on family (children), whilst 
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for another it was also to be socially acceptable mainly within a selected clique.    In 
line with this, all the interviewees describe being cognisant of the symbiotic 
relationship between menstrual cycles and fertility, yet they were very much divided 
regarding family planning at this time.  Three participants stated that they were 
currently focusing on their careers, however, did confirm that they would like a family 
within the next 3-5 year, whilst two were completely opposed to the idea of 
motherhood.  All bar one of this cohort who were in a sexual relationships were 
taking appropriate contraceptive precautions.   Within this group of young women 
there was only one who stated being incentivised to have surgery because she 
wanted to start a family soon:  
 
So that was part of the reason we decided that surgery was the right way to go 
because I wanted more than anything else to have a baby (Jessica) 
 
Similarly, Alison confided that one of her reasons for undergoing surgery related to 
her uncertainty in her ability to conceive.  She shared her feelings of hope based on 
positive fertility inferences associated with BS to enhance the reappearance of a 
regular menstrual cycles which are intrinsically bound with improving the opportunity 
of motherhood: 
 
……I got a menstrual cycle immediately after having the gastric band…… 
"Wow that was brilliant …… …… But they (GP) also gave some hope on... 
you know, "After you've had this (surgery), you may get your regular cycle 
back." They were very positive about that, and saying, "It will help you with 
your chances of having a baby in the future." (Alison)  
 
Likewise, Natasha voiced her optimism and desire for the reappearance of her 
menstrual cycle in the hope that surgery would facilitate a positive change with her 
fertility status:  
 
…. I've been told I'm infertile. So, no, nothing of yet, but that was quite a big 
reason for me having the surgery; it was because hopefully, I will have periods 
back, but nothing yet (Natasha) 
  
Whereas, Lauren expressed her maternal focus to also include ‘the look’ as she 
describes looking forward to having the visual representation of pregnancy, and the 
accolade of having ‘a bump’. 
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………, I'm looking forward to having children, because now I think I can actually 
enjoy...um I don't know, you've probably heard this before, but when you're 
bigger, you'd never show being pregnant. I feel now, I could enjoy being 
pregnant, because it would actually show……… Yes, I'll be able to have a bump, 
and enjoy it, and people won't just think, 'Oh, is she fat or pregnant?' [laughing] 
So, it's just that having a bump will help me does that make sense? (Lauren) 
 
Lauren also describes seeking weight loss to be more sociably accepted within the 
equestrian clique: 
 
…..XX world very well, but it's very materialistic, it's very based off image, and 
people, when you're big, and you're in the XXX industry, don't take you 
seriously, and they don't listen to you……….. (Lauren) 
 
Collectively, the participants expressed ‘hope’ that BS would offer a solution to their 
weight problem, and for the majority aid changes with fertility status (with the 
reappearance of a regular menstrual cycle).  Whilst, for one participant a change of 
image was key to her to facilitate social acceptance. 
 
iv) Consumerism 
 
The term ‘consumerism’ relates to the acquisition of goods or services and within this 
study represents buying (investing in) a solution to their weight problems. The 
participant’s had tried a myriad of weight loss approaches and diets without success 
and viewed surgical intervention as a ‘last resort’ with a few also expressing as 
desperate haste to undergo surgery. Conversely, deliberating the surgical option and 
coming to this decision was varied with some taking a couple of years to make the 
decision whilst, a couple of participants were more impulsive. This was attributed to 
the internal conflict experienced, this was based on core beliefs in terms of guilt and 
principals verses what was perceived to be taking the easy option.  Whilst, the 
majority of the participant were eligible for consideration for NHS surgery, none 
voiced contemplating this route, choosing instead to self-fund their operations via the 
private sector in the UK.  A couple of the interviewees had witnessed close family 
members (mothers) undergoing BS, and from these observations were very 
cognisant of the ‘trade-off’ of a free NHS operation coupled with a lengthy time on 
the hospital waiting-list verses ‘buying’ or investing in surgical procedure offering a 
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much shorter time frame with imminent results. All of the participants made the 
decision to undergoing surgery via the private route.     
 
Megan described her rational for initially being opposed to having surgery:  
Um I have always been against it because one I don’t think you should have 
surgery because well unless it is completely necessary because it is 
dangerous to have surgery um and I’ve thought it was a bit of a weak thing to 
do. (Megan) 
 
Likewise, Alison explained her ethical dilemmas and how her hesitancy and 
deliberations had cost her time wise and how ‘investing’ in the surgical option gained 
appeal tipping the balance over time as her weight increased:  
 
……….I don't know. It took me ages to decide. I felt like it's cheating……I did 
refuse initially, and then 3 years later, seven stone more I tried it…. I did quite 
a lot of research on it.  I did visit quite a few different teams.  But the team I 
went to, they seemed to have good follow-up care, which is what I’m 
interested in. (Alison) 
 
The actual cost of the undergoing surgery in monetary terms was only mentioned by 
one participant, but all of the participants did verify how the financial outlay had been 
met, and by whom.  Most had received funding via their parents.  In addition, the 
emotional support from close family and friends also varied. 
 
Some were fortunate to be 100% financially supported by family: 
….(family) were extremely supportive all the way through I mean they paid for 
my surgery because I wasn’t in a position to afford it and I didn’t want to wait 
on the NHS so they paid for me to have it done privately because they 
thought that was the best way for me to be happy and healthy (Jessica).   
 
Whilst, for others it was a combination of self and a partial contribution via the bank 
of mum and dad (with parental contributions): 
 
Dad said that he could help me out with it with the rest of the money and I’m 
kind of slowly paying him back now (Emily). 
 
Whereas others describe being incentivised to generated their own financial 
resources for surgery: 
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My mum had it done privately, and then I decided that I wanted it done, so I 
saved up, and I got it done too …………. I literally only had it done about 3 
months after her, so it was very shortly after her, but I just felt desperate to 
have it done. I felt like it was the only option for me that was left.  (Lauren). 
 
Likewise, Chloe’s comments were also very pragmatic:  
 
 ……I paid for the surgery myself…… (Chloe) 
 
The route (journey) to consumerism was collectively based on unsuccessful dieting 
approaches including additional ‘outsourcing’ of weight loss support, which had been 
pursued by a couple of the young women.    Collectively, all the participants voiced 
the lack of long term success as the major culminating factor in seeking to ‘invest’ in 
a surgical solution.  For the majority there were also secondary enticements to 
having weight loss surgery and these (bonuses) included enhancing family planning 
opportunities, whilst one participants described a key benefit as being relating to the 
visual changes to gain socially acceptance.  
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Theme Three: Reality Check 
 
The post-surgery reality check experiences can be understood in terms of three sub 
themes:  i) shock; ii) lifestyle changes and iii) adjustment and iv) personal investment 
in change.  
 
i) Shock  
 
All of the young women described a diverse range of outcomes from undergoing 
surgery, for most this was in the form of ‘shock’ in various guises. 
 
Natasha describes her range of emotions post-surgery and her psychological 
reluctance to adhere to enforced change and let go of existing behaviour and 
embrace the new:  
 
I went privately and as such wasn’t emotionally prepared enough for what it 
meant being physically forced to stop my relationship with food………… I 
think for the first month after surgery, my life was worse. I regretted it. Um I 
wasn't ready to give up my emotional bond with food, so I would still try and 
eat stuff, even though I knew it was dangerous, I would still try and eat stuff. I 
would still binge on certain foods that I knew I could eat……I've definitely self-
sabotaged a little bit (Natasha) 
 
In contrast, Alison describes her post-surgery ‘shock’ in coming to terms with the 
physical changes of a new lighter but visually undesirable body image  
…… This is going to sound disgusting, I'm sorry. Loose skin, which is why I 
think it's so important to go to exercise classes. I've still got skin all around my 
stomach, even though I've lost I think I've lost five stone... Four and a half 
stone, I've still got excess skin around my stomach. So I'm trying... My legs 
and arms aren't as bad - I think I've toned them up more - but my stomach... I 
feel like I've got a deflated rubber ring instead of a normal... So that is difficult 
(Alison)  
 
Whereas, Megan’s ‘shock’ was more reflected in the shift in support as her 
convalescences lingered beyond what was anticipated by her and her partner:   
……, I think it has been a shock to both of us about the amount of time it has 
taken to recover and I am still recovering um I guess he didn’t expect that he 
would still be having to do things for me now, um at this amount of time after 
surgery and the surgeon was like it will only take you a month to you to 
recover.  So the support from him has gone down a bit, but I think he 
understands genuinely the issue (Megan) 
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ii) Lifestyle Changes 
 
For many changes in lifestyle post-surgery involved enforced modifications to eating 
practices and for some voluntary changes with uptake of exercise, whilst for few 
others changes also included reviewing working practices end and employment 
options.  The imposed restriction to eating patterns received an assortment of 
responses, for some the changes were positive and represented freedom.  Whilst for 
others the changes only exacerbated their poor relationship with food and were initial 
met with resistance.  Many also experienced an unexpected change in the form of a 
reversal and/or shift in appetite.    
  
Jessica portrays her changes as positive with feelings of liberation gained from 
surgery as she describes her rapport/affiliation/relationship with food as having a 
less significant role: 
 
My life has changed because I don’t rely on food as I used to …… (Jessica) 
 
Similarly, Lauren and Megan state that their change of relationship with food as 
being governed by a loss and/or shift in appetite and the influence this has had on 
their relationship with food and eating patterns: 
 
…… I wasn’t as hungry, and I had to completely change my outlook on food, 
and how I ate food, how quick I ate it, how I chew, things like that (Lauren) 
 
Megan also describes now being be prompted to eat: 
 
…… also one thing before he would have to tell me not to eat food or you are 
eating too much and now it has switched completely where he has to 
continuously nag me to eat.  Because I either forget to eat or I don’t eat 
enough.    I have absolutely, absolutely no hunger (Megan)  
 
 
This is in contrast to Emily experience as she describes the enforced annulment of 
her intense relationship with chocolate as a sense of loss with strong feelings on a 
par with grieving: 
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…… I completely mourn chocolate every single day. If I see someone eating 
chocolate I feel deathly sad about it but I don’t want to try it because then if I 
don’t have dumping syndrome I know I’ll just go back to the way I was…… I’m 
miserable really. (Emily) 
 
Whereas, Alison expresses experiencing an internal ‘food’ conflict and feeling 
physical and mentally out of sync:  
 
I do struggle sometimes, as in I can’t ear. My head thinks yes; my stomach 
say no…… I go three hours without eating or drinking and I start to feel weak, 
and then I can’t eat lots; I have to eat a very small amount and slowly, 
otherwise again, otherwise again, I start to feel sick and ill (Alison)  
 
 
Whereas, Chloe voiced her post-surgery changes as having more of an impact 
socially whereby she described feeling uncomfortable and anxious when eating with 
others: 
 
…… it does affect me going out and eating with friends a lot and things like 
that really, family meals, because it takes me ages to eat and I feel pressured 
if someone is watching me eat (Chloe). 
 
This is an experience Emily also identified with, but she also revealed how she was 
trying to address this issue and physical practicalities of eating in front of others: 
 
I do find eating in public really hard.  I get really scared.  I am working on that.  
I’ve got a few restaurants now with a few dishes that I feel safe to eat, so I’m 
trying that (Emily) 
 
She also described embracing a post-surgery exercise regime, however, this is also 
accompanied with negative feelings which resonates from the judgemental 
prejudices of others because she still senses her appearance still does not meeting 
society’s conventional size or image: 
 
…… couple of months after when I felt like I could move a little bit …… do 
boot camp on a Monday, Pilates on a Wednesday and circuit training on 
Saturday mornings…… I still feel fat, I feel people constantly judging me, 
especially in sports shops even though I regularly exercise and need those 
things (Emily) 
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Conversely, Jessica acknowledged her limitations both with a lack of interested 
and/or motivation to exercise, however she described addressing her reluctance to 
be more active by implementing changes within her working environment and 
changing from a sedentary office job to a more energetic and semi-manual 
employment:  
 
…… so I made a conscious decision to get an active job and that in itself 
would give me a certain amount of exercise that would contribute to the 
weight loss…… I was so big I could never have done that before (Jessica)  
 
Similarly, a couple of the other participants also confirm reviewing and/or making 
changes to their work and/or employment albeit for different reasons.   
 
Lauren describes how her confidence has increased post-surgery and she is 
preparing to make changes within her working life: 
 
Oh, my self-confidence has gone up massively. I'm still a little bit um conscious, 
obviously, and I still have days where that disgusting and fears and whatever 
else. But, it has brought up my confidence a lot. I think it's to the point where I 
actually feel that I can change my job. (Lauren)  
 
Whereas Emily could be described as being in a pre-contemplating stage, as she 
only voiced a desire to change her career and whilst, reviewing possible options she 
expressed currently being anxious at making any permanent decisions which may be 
attributed to still having low self-esteem.  
 
…… also I really, really hate my job…… yes, I’ve got lots of ideas of my 
dream jobs but I just don’t know……. This always happens, I’m just stuck in a 
big catch-22, what shall I do with my life because I’ve got massive issues with 
fear or trying something new and then if I still don’t like it and all of these 
things, the letting people down …… (Emily) 
 
 
 
 
iii) Adjustment 
 
Surgery within the private sector may be considered as an opportunity for ‘a quick 
fix’, and for most of the participant’s they also expressed perceiving this as the 
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panacea to their weight problems.  However, all of the young women voiced 
experiencing both a physical and psychological discrepancy between their 
expectations and surgical outcome.  Whilst, the majority of the participants stated 
experiencing a positive outcome with weight loss, for some the adjunct underlying 
psychological issues they revealed remained unresolved.    Adjusting to their new 
post-surgery lifestyle, was for some of the participants more readily embraced, whilst 
for others they described their experience as more of on-going process.  The time 
from surgery to being interviewed for this study varied and this may of also 
influenced how participants were physically and psychological adjusting. 
 
Natasha described an imbalance with her pre-surgery expectations and surgical 
outcomes as she divulged psychological issues which she had expected to be 
resolved via surgery still needed to be addressed: 
 
………I expected it to just be a magic wand. I was, again, trying to find a way 
to not face up to the fact that I have like a serious problem with food. In actual 
fact, it hasn't done that at all. It's just stopped me from sitting down and eating 
the wrong things (Natasha) 
 
Similarly, Chloe’s comments also reflect a discrepancy with her expectations and 
actual experience of adjustment: 
 
…… I think from a naïve point of view, I just thought that when you have a 
gastric band it would just mean that you can’t eat a lot because it would mean 
that you’re full up, but actually that’s not the feeling, it’s actually you can’t eat 
a lot because you throw it up [laughs] or it feels uncomfortable to eat that food 
rather than you don’t just get a sense that you’re ‘oh I’m full up, I can’t eat 
anymore,’ which is what I thought before (Chloe) 
 
 
Likewise, Emily also describes her initial feelings of disillusionment and how surgery 
did not match up to her expectations: 
 
I don’t think it’s actually made a positive difference really. I don’t feel any 
different. I don’t feel less fat. I can buy clothes in normal shops, but I don’t get 
the joy I expected to get from it. I don’t feel any healthier, I don’t feel… I really 
just don’t feel any different. It’s weird (Emily)  
 
However, when Emily expands on this she contradicts the above statement by 
acknowledging how her image has been transformed, and she also described 
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aspects of her physique that had positively changed, supporting this with making 
reference to comments she has received from others: 
 
I do know that I look different. My face is definitely different. I’ve got 
collarbones which I never had before [laughs] but I’ve still got a large belly 
and I have kind of like these horrible fat deposits on my thigh that have now 
drooped even more which is not nice but I know I’m smaller, like the evidence 
is clear. If I put on a dress that I used to wear, yes, I could wrap it round me 
three times kind of thing. But yes, people say I look a lot different (Emily) 
 
A year after surgery and Emily voiced still making physical and mental adjustments 
being optimistic for the future. 
 
……….It happened really, really quickly… I don’t… I’m not even entirely sure 
why I decided to do it……….Probably wasn’t the best idea [laughs]. I don’t 
know. Hopefully there will come a time where I feel positive about it (Emily)   
 
Whereas, Alison’s who was also one year post-surgery described feelings of 
frustration and voiced trading one social anxiety for another.  She also confided in 
being secretive about having undergone surgery, possibly a legacy from 
experiencing some form of stigma or bias associated with being obese: 
 
Anyone could do the surgery; it's the after-care that's the hard bit…………. A 
lot of people don't actually know that I've got one because I'm quite 
embarrassed by it…… …… before I couldn't go out socially because I felt too 
fat, but even now I felt anxious about going out socially for food…… social 
events are quite difficult, especially with people who don't know I've got one 
(band), and then when we go out and eat and I order a starter and can't even 
eat that starter …… (Alison) 
 
Likewise, Chloe, also describes her disappointment in acquiring new anxieties and 
the negative physical impact:  
 
I did find it quite stressful because at the time every time I ate something I 
was just being sick (Chloe) 
 
Whereas, Natasha describes her initial reaction post-surgery as being resistant, and 
by her own admission:  
 
… I found that extremely hard and in the 3-6 weeks after surgery (Natasha) 
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She also confessed to engaging in high risk eating behaviour possibly indicating how 
psychologically ill-prepared she was for surgery.    However, approximately six 
months post-surgery (at the time of the interview), Natasha stated that she was still 
processing her surgical experience and her rhetoric and outlook was more positive:  
 
…… I think for the first month after surgery, my life was worse. I regretted it. 
Um I wasn't ready to give up my emotional bond with food, so I would still try 
and eat stuff, even though I knew it was dangerous, I would still try and eat 
stuff. I would still binge on certain foods that I knew I could eat. Actually, now 
I've had to use willpower in order to stop that. So, I think I'm in a better place 
now, but since surgery, I've definitely self-sabotaged a little bit. But overall, the 
weight loss is a promising thing; it is a healthy change for me. I just need to 
start embracing it, I think…… (Natasha) 
 
 
Similarly,  Lauren voiced still being psychologically ‘out of sync’ with her body and 
mind, but had adjusted to her new image more readily because of favourable 
comments together with feelings of being more social acceptable: 
 
Um I think that in my head, I still think that I'm a lot bigger. I think it's going to 
take a long time for my head to catch up with my body. So, I am starting to... 
People are starting to say it to me now, I notice, people that I've known for a 
long time are saying, 'You look amazing,' ‘you look amazing’ and you do get a 
boost from that, obviously. I find that people that haven't met me before, I get 
treated differently (Lauren) 
 
v)  Personal investment in change 
 
These young women had all invested in a long term weight loss solution in both 
financial terms and also in terms of time, in relation to absence from work for surgery 
and in time necessary for recuperation.  However, to augment the effectiveness of 
BS further personal investment post-surgery was required mainly in respect of 
behavior change in relation to exercise.  For some this was based on incorporating a 
new routine of physical activity, whilst for others change was less manageable as 
they were either unable to engage in any form of exercise or only manage their 
existing physical activity commitment with sleeping as much as possible due to a 
decrease in energy levels.   
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Emily described her new routine of regular and varied exercise 
 
Yes.  I do boot camp on a Monday, Pilates on a Wednesday and circuit 
training on Saturday mornings ……… I stared with Pilates……..I had the 
surgery in January.  Maybe a couple of months after when I felt like I could 
move a little bit and then I slowly increased, so I started the boot camp.  I 
think I started the boot camp in July and then we followed through and the 
circuits and we just followed through all the summer and things……. All of 
those three exercise classes are run by the same lady…… Boot camp is 
female not specifically but it is at the moment.  Pilates and circuit are both 
mixed at the moment.  (Emily). 
 
Similarly, Alison described her new exercise habit as having a positive psychological 
influence although, she did acknowledge that physical progress had been slow.  
 
Yeah…… I would go, but I wouldn't be good at it, and then I'd have to sit out 
and I'd look like a tomato. Whereas now I can do the whole class and I feel 
like I've achieved something, so they're good….. I try to attend one a day…. I 
don’t like going to the class, but when I come out, I feel so much better.  That 
again, helps with my energy levels makes me feel more energetic and yeah 
just more positive……. (Alison) 
 
Likewise, Jessica also made deliberate changes to increased her physical activity 
 
…I have never been one for exercise……So, I made a conscious decision to 
get an active job and that in itself would give me a certain amount of exercise 
that would contribute to the weight loss.  So although I don’t do much exercise 
out of work I don’t avoid it as much as I did before and um do now since I 
have a job where I am very active. 
 
Whereas, Megan who had undergoing surgery 24 months earlier, described having 
good intentions to exercise, however she explained that this was physically 
unmanageable because of low energy levels which restricted her ability to exercise.   
 
Um I cannot exercise at the moment.  I have so little energy and I still am only 
eating about 600 calories a day…...I have so little energy which is quite 
annoying because I used to really enjoy yoga and I tried to start doing yoga 
again probably about four months after surgery and I can’t do the things I 
could do when I was classed as morbidly obese.  I just don’t have the energy 
to do it (Megan).   
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Similarly, Lauren who had also had surgery 24 months earlier could only manage her 
existing exercise commitments (riding) with support from over the counter medicine 
and additional sleep. 
 
……Um yes, I’ve been absolutely knackered and really exhausted.  I can’t 
remember a day that I’ve not been tired since I had my bypass.  Um I’m 
physically and mentally exhausted all the time, but to be fair, I don’t know how 
much of that is the stress of work, and how much of that is the bypass, um 
but, I must say, I’ve never been this exhausted before….. I take pro-plus 
tablets and I take Paracetamol with caffeine in it.  I just try and get through. on 
my days off, when I have the weekend, um I just try and sleep as much as I 
can, around having the yards and the horses to look after as well.  Um, so yes 
I just try and sleep and just try and soldier on as much as I can……Lauren).  
 
 
Summary 
 
The theme Reality Check encompassed participant’s experiences of adjusting and 
coming to terms with their new imposed lifestyle.  For most this revealed initial shock 
in various guises notably with a physical and psychological in balance. For some it 
was overall disappointed whilst, for others it was more related feelings of resistance 
to the initial changes possibly due to being psychologically ill-prepared.  Two of the 
participants stated having positive outcomes and they also describe having other key 
emotional incentives for undergoing surgery.  Whereas, three of the young women 
were accepting their new images was still evolving.  In contrast, two of the women 
describe psychologically struggling with the changes and although initially regretting 
their decision were quite stoic and making adjustments.  
 
Summary of all the themes 
 
The participants all described being very aware of having a weight problem mainly in 
their teens, and gave examples of the many traditional methods they had explored to 
address this, however after repeated failure they sort help via weight loss surgery.  
However, post-surgery outcomes for some were not fully anticipated in terms of the 
impact and changes with daily lifestyle which one or two initially resisted. Whereas, a 
couple of the participants also described other changes which included developing 
MPhil Student: U6011614 
 
143 
 
positive habits with new exercise regimes, whilst, for others post-surgery provided an 
incentive to change or review their employment. 
 
Transcending Theme 
 
Transcending these themes was the inference of underlying ‘cost’ of undergoing 
surgery not just in associated with monetary terms but also in relation to ‘cost’ 
benefits based on feelings, experiences and hopes.  This is supported within the 
narratives which reveal some participants describing balancing the ‘trade-off’ with 
one health problem for another, whilst for others the physical gain was at the 
expense of psychological well-being.  However, for those participants who had a 
double incentive to undergo surgery (weight loss and family planning or social 
acceptance), they revealed having more of a positive post-surgery outcome. 
 
When balancing the ‘cost’ of undergoing surgery, Megan described feeling positive 
with being thinner however, she felt negative about the impact that surgery has had 
with her health:  
 
I am happy with the weight I am now but um for the past six months almost seven 
months it has just been awful if I am honest.  Um I have thrown up every day and 
for the past month I have been vomiting blood – so I now have to go for a um 
endoscopy ……  (Megan) 
 
Whereas, Emily has a sense of awareness and realisation that the ‘cost’ was not just 
the weight related  
 
It’s not going to change your mental perceptions, I think; I think it will just change 
your body…….  I still feel bad. Yes, I don’t feel confident or happy with myself at 
all…… I don’t know. I’m still trying to lose more. But I do think I’m coming to the 
realisation that that’s not really the key [laughs], I don’t think it’s actually the main 
factor (Emily) 
 
In support of weight loss surgery, Lauren describes balancing the negative side of 
undergoing surgery together with an overall positive outcome.   
 
It's been a lifesaver to me. It's changed my life…….  
 
But on the other hand she stated the ‘trade-off’ visual success of weight loss and 
social acceptance was at the expense of overall health and wellbeing:  
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I’ve been absolutely knackered and really exhausted. I can't remember a day that 
I've not been tired since I had my bypass (Lauren) 
 
Whereas, Jessica expressed being only being positive about her experience which 
could also be attributed to having other incentives for undergoing surgery, i.e. 
planning to start a family: 
….surgery has changed my life and I can’t understand now why I didn’t do it 
sooner because I am healthier, feel better I mean my self-esteem is much, 
much higher than it was before…..every aspect of my life has changed for the 
better (Jessica) 
 
Conversely, one of the participants was very pragmatic about the physical ‘trade off’:  
 
Don't be under the illusion that it's a quick fix, because it's not. You will be in 
pain most days, and you will be exhausted every day, but in the long term, it 
will be worth it…….( Lauren) 
 
Summary of Findings 
 
Collectively, the participants were overall pleased with the weight loss from 
undergoing surgery, however, they all described the ‘cost’ of undergoing surgery in 
relation to balancing negative and positive emotional, physical and psychological 
experiences.  Furthermore, some of the young women recognised that there were 
still psychological (emotional) aspect which needed to be addressed to achieve long 
term success. 
 
Overall Summary of Chapter  
 
This chapter discussed the findings from the data analysis and thematic themes.  
Whilst, each participant’s surgical experience was unique common incidents, issues 
and goals were shared.  All the participants had experienced some form of weight 
related stigmatisation and for some this had been in early childhood.  The majority of 
young women were cognisant of being overweight in their teens and recognised the 
‘cost’ of having eating issues and seeking comfort from food had a dramatic increase 
with their weight. To address their weight problem, all had all repeatedly tried many 
different diets with one participant’s extreme diet leading to medical assistance and 
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support.  Opting for surgical intervention was for some a spontaneous decision 
whilst, others protracted their decision whilst, their weight continued to increase to a 
point whereby they perceived BS to be the best course of action to address their 
weight problems. 
 
However once the decision was made all had balanced the ‘cost’ of time verse 
financial resources with all opting to undergo surgery at the earliest convenience.  
Surgical outcomes were also assessed in terms of balancing the ‘costs’ of positive 
objectives with negative issues.  However once the decision was made all had 
balanced the ‘cost’ of time verse financial resources, all of the participant’s opted to 
undergo surgery at the earliest convenience.  Surgical outcomes were also assessed 
in terms of balancing the ‘costs’ of positive objectives with negative issues. 
 
However, the findings of this exploratory study are specific in this context and not 
representative of the broader population of young women who have undergone BS 
as all the participants had undergone surgery via the private sector and who were 
pro-active and focused with their decision self-fund weight loss surgery and also 
exercised their choice of relating to type of surgical procedure (reversible or 
permanent).  As such a comparison of similarities/differences of experiences with 
participants who had undergone surgery via the NHS route was unable to be 
explored.  Findings may have revealed less active involvement with NHS participants 
in their decision to have surgery as these may have been based on medical 
recommendation and also there were no financial costs or outlay involved.  
 
Chapter five discusses the interpretation of these results and also offers 
recommendations and draws a conclusion.  
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Chapter Five: Discussion 
 
The Discussion chapter begins by reiterating the aims of this thesis. This is followed 
with an overview of the young women’s profiles together with key themes drawn from 
the participant’s interviews. Next to be discussed is the subsequent findings and the 
contribution this thesis has made to existing congruent literature. The next section 
discusses limitations and barriers in relation to the design, notably with the 
drawbacks and delays mainly associated with gaining ethical approval from both the 
Yorkshire & Humber Sheffield Research Ethics Committee and the University of 
Surrey which impacted the timeline of the thesis. The outcome of these delays 
meant that Study One was considered untenable to complete within the shorter 
timeframe and was therefore withdrawn from this thesis. Additionally, low response 
with post-surgery participants in relation to Study Two (questionnaire) meant that 
there was insufficient data to offer meaningful analysis.  Whereas, Study Three 
(qualitative) had sufficient participants to conduct the one to one interviews and 
analysis findings. The last section provides an overall summary of the findings and 
the chapter concludes with recommendations and implications for future research.   
 
Research of this cohort has been embedded in previous studies which have focused 
on participant profiles within either a mixed adult population study or adult females 
only or women of childbearing age (18-45), consequently little is known about the BS 
experiences of younger women. Thus, the objective of this thesis was to gain a 
meaningful insight into the experiences of the rising number of women between the 
ages of 18-25, who are undergoing weight loss surgery and explore the impact 
thereof in relation to quality of life (mood, health status, self-esteem, body image) 
and health behaviours (diet, exercise and sexual health), with a specific focus on 
reproductive health and contraceptive practices as this age range also corresponds 
with a natural peak in female fertility. 
 
Being overweight or obese has been reported as being more synonymous with lower 
socioeconomic sectors of society (Foresight, 2007), however, the participants in this 
study did not match this general profile. All the young women were well educated to 
a high academic level whereby they were either completing or had finished post 
graduate studies and/or were employed in professional’s positions. Furthermore, all 
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the participants had independently, or jointly with family financial support, funded 
their weight loss surgical intervention in the private sector. This had enabled them to 
take advantage of a shorter wait time from making the initial decision, to consultation 
to undergoing any form of weight loss surgery and actually having the operation.  
 
These participants described themselves prior to surgery as being dissatisfied with 
their body image together with a desire to ‘assimilate’ into society and become more 
socially accepted, as the motivating factors to shed excess weight and improve their 
quality of life. This is a common concept for females and supports existing literature 
which described participant’s motivations for undergoing BS as a desire to achieve 
‘normalisation’ (Ogden, Clementi et al. 2006, Ogden, Clementi et al. 2005, Homer, 
Tod et al. 2016) gain acceptance (Jensen, Petersen et al. 2014) and to conform to 
current societal ideals (Throsby 2008). In comparison men have been reported to be 
more incentivised to undergo weight loss surgery for medical and/or health reasons 
(Libeton, Dixon et al. 2004). 
 
The young women’s narrative revealed findings in terms of three key themes which 
relate to identifying a problem, seeking help and having a reality check with the 
transcending theme ‘cost’ related to making decisions. This behaviour reflects the 
subjective expected utility (SEU) decision-making model whereby the individuals had 
weighed up the costs and benefits of undergoing BS to achieve weight loss and 
social acceptance against the cost and benefits of remaining over weight and 
socially excluded (Edwards 1953).  
 
At the time of the interviews all the participants were less than 2 years post-surgery 
and had experienced dramatic weight loss, adapted to new eating patterns and had 
encountered many physical and psychological changes encompassing all areas of 
life within a relatively short period of time. 
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Overview of findings 
 
The first theme the participants described was the manner in which they identified 
their weight related problem. For some this was associated with the adverse 
experiences of enduring weight related prejudice and stigma from being teased, 
bullied or negative verbal comments starting in childhood and continuing into 
adulthood.  These experiences link with Goffman (1963) work relating to the notion 
of identity and stigma. These findings are also consistent with more recent qualitative 
and quantitative research in which being obese has been demonstrated to still being 
a highly stigmatised condition (Puhl, Brownell 2003, Puhl, Heuer 2009, Latner, 
Stunkard 2003). This negative bias has been reported to permeate all domains in 
society with intolerance towards obesity being demonstrated to be within the family, 
educational sectors, workplace, and also from health care professional (HCP’s) 
(Malterud, Ulriksen 2011, Mold, Forbes 2011).  Furthermore, it has been reported 
that weight related stigma is more prevalent in women, which supports reports of 
appearance being cited as a key reason for undergoing surgery (Puhl, Heuer 2009).  
 
Identifying a Problem 
 
The young women collectively described adolescence as the time when they were 
more cognisant that they were visually physically different from a weight perspective 
than many of their peers. It was also at this age that the participant’s acknowledged 
that they had a weight problem and equally became more self-conscious and 
dissatisfied with their body. Festinger’s Social Comparison Theory states that 
individuals assess themselves with their peers or others as a way of positively or 
negatively defining the ‘self’ with either an upward or downward comparison. This 
theory states that an upward comparison occurs when someone compares 
themselves to others they perceive are better than them. Whilst, a downward 
comparison is based on someone who they identify with as being worse than 
themselves (Festinger 1954).  Festinger stated that an individual who was highly 
motivated engaged more in upward comparison, associating or identifying as being 
equal with those who are perceived as being superior, better or more accomplished. 
Whereas, persons who are unmotivated or not content with themselves tend to 
engage in downward comparisons to disassociate and enhance or uplift their 
MPhil Student: U6011614 
 
149 
 
feelings. Downward comparisons can be either passive or active.  Many obese 
individuals have been documented as favouring a downward social comparison 
affecting self-esteem, social acceptance (Gilmartin, Long et al. 2013) and 
psychological health research (Bandealy, Stahl 2012, Kubik, Gill et al. 2013, Sarwer, 
Steffen 2015).  
 
Individuals who are obese tend to have family members of a similar disposition, 
either from a hereditary basis or associated eating patterns (social learning) or both 
(Stunkard 1991, Chaput, Pérusse et al. 2014, Birch, Fisher 2000, Lent, Bailey-Davis 
et al. 2016). It has also been reported that family members, especially maternal 
influences, play a key role in the relationship that young girl’s develop with food 
which can be based on healthy or unhealthy choices (Birch, Fisher 2000).  In line 
with this two of the young women confided that their mothers had undergone BS 
prior to their own weight loss surgery, whilst, three others described their mothers as 
having excess weight issues and being serial dieters. Conversely, one of the 
participants described her families mixed relationship with food. She described 
rejecting her father’s ‘controlling’ approach of continuously putting her on a diet with 
special foods (no option and no choice) and compared her meal preference of 
convenience foods as being more in line with her mother’s. Collectively, all the young 
women describe developing some form of maladaptive eating patterns in their early 
teens based on various forms of emotional eating including comfort eating. 
 
Adolescence is a period of physical, cognitive and emotional growth and an age 
where according Erikson ones self-identity is emerging (Erikson 1959) (Ogden 
2012). It is also time for the onset of puberty and when coupled with obesity is 
associated with menarche earlier than the norm and is typically accompanied with 
menstrual dysfunctions (Adair, Gordon-Larsen 2001). Supporting the literature, all 
the participants described experiencing various menstrual disorders, including 
polycystic ovarian syndrome (PCOS), which is also characteristically associated with 
being obese (Bandealy, Stahl 2012, Seif, Diamond et al. 2014), and will be 
discussed further in relation to contraceptive practise. Other health issues 
experienced by the participants included, heart problems, breathlessness, sleep 
apnoea, thyroid, gastric reflux, hernias, inflammation of the bowel, slipped disks and 
gall bladder problems together with some of the participant’s also experiencing 
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psychological issues in the form of anxiety and depression, all of which are 
commonly associated with being obese (WHO 2013, NICE 2014).  The participants 
all acknowledged negatively identifying themselves as being different from the 
‘norm’, and also recognised having unhealthy eating practices. Collectively, they had 
all experienced adverse health issues which acted as an additional factor to seek 
support for their weight related problems. 
 
Seeking Help 
 
The participants described engaging in a series of help seeking initiatives to address 
their weight issues. All the participants initially started investing time and hope in 
conventional behavioural interventions and diets based on restriction and restraint 
weight control approaches. These traditional approaches included a variety of self-
managed dieting methods including calorie counting and cutting out certain food 
groups. The actions of these young women are in line with current reports and a 
recent systematic review and meta-analysis of 72 articles encompassing a sample 
size of 1,184,942 investigated global weight control attempts. The review identified 
the current social trend with 23% trying to maintain weight whilst more than 40% of 
the adult population, mainly women, were currently trying to lose weight (Santos, 
Sniehotta et al. 2017).   
 
The young women also described their experiences of repeated attempts and failure 
to control their weight with a series of unsuccessful self-managed behavioural 
interventions which led them to seek assistance. For many this was based on 
‘outsourcing’ support via large dieting organisations in which participants invested 
further time, finance and hope, which included paying for prepared low calorie meals 
to aid and restrain eating behaviour. The lack of long term success for the 
participants was in line with the plethora of literature which has demonstrated the 
limitations and lack of successful outcomes associated of dieting (Ogden 1992, Tsai, 
Wadden 2006, Foster, Wyatt et al. 2003, Santos, Sniehotta et al. 2017).   
 
The young women then sort ‘consumerism’ in the form of paying for surgical 
intervention as a solution to their weight problems. However, opting for surgery was 
also undermined by a conflict of core beliefs in terms of feelings of guilt together with 
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a lack of integrity when deliberating and balancing the ‘cost’ benefit of the surgical 
option. Many of these beliefs were also associated with ‘cheating’ which acted as a 
barrier, causing some of them to delay their decision to undergo weight loss surgery 
(Hansen, Dye 2016). However, the decision to opt for surgery is also in line with 
current literature whereby the participants also viewed investing in a surgical 
intervention as a ‘last resort’ (Jensen, Petersen et al. 2014, Gilmartin 2013, Throsby 
2008) and also reflects the SEU decision-making model of weighing up the costs and 
benefit of BS (Edwards 1953). 
 
Reality Check 
 
The final theme was based on assessing positive and negative outcomes and relates 
to a reality check, encompassing the participant’s feelings of shock, lifestyle 
changes, adjustment and also personal investment in change. Shock from the 
surgical outcomes were associated negative experiences and also with initial 
resistance to eating restrictions, body shock with excess saggy skin from the rapid 
weight loss and for one participant the shock of experiencing a longer than 
anticipated period of convalescence.   
 
The enforced changes post-surgery relating to eating patterns were described as 
manageable by most, but some participants acknowledged being reluctant to adhere 
to the new dietary requirements and relinquish control of old eating patterns. This is 
not an uncommon experience and has been well documented in the literature 
(Ogden, Avenell et al. 2011), with a range of research focused on the psychosocial 
adjustments finding resistance and/or a lack of adherence in accepting new ‘rules’, 
based on a combination of unrealistic expectations and/or being psychologically ill-
prepared for the necessary changes (Homer, Tod et al. 2016, Warholm, Øien et al. 
2014, Groven, Råheim et al. 2015).   
 
Resistance to change was also attributed to experiencing food conflicts and feelings 
of being out of sync with mind and body. This has been described as still having a 
desire to eat yet being physically incapable or struggling to manage food cravings 
(Jensen, Petersen et al. 2014, Knutsen, Terragni et al. 2013, Ogden, Avenell et al. 
2011, Liebl, Barnason et al. 2016). However, resistance to change in eating patterns 
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was short lived for most of the participants mainly because of the adverse side 
effects experienced with the physical discomfort relating to ‘dumping’ (Sarwer, 
Fabricatore et al. 2008, Bylund, Benzein et al. 2017). This is the term associated with 
nausea like symptoms or vomiting, severe diarrhoea, sweating or flushing, bloating, 
fainting and is mainly caused by overeating or eating rich foods (Coulman, 
MacKichan et al. 2017). A reliance on negative experiences as a deterrent to 
changing eating patterns indicates a need for further pre-surgery preparation for the 
participants as well as post-surgery supportive to aid transition (Liebl, Barnason et al. 
2016). 
 
Research has illustrated that a high BMI correlates with higher body image 
dissatisfaction (Sarwer, Steffen 2015) linked with the theory of body images (Cash 
2004) and social comparison theory (Festinger 1954). Also, some of the participants 
described being ‘shocked’ and ill-prepared for their new post-surgery body mainly 
associated with loose hanging skin resulting from their rapid weight loss. This is in 
line with previous research which has documented that body image after surgery 
may equally be a negative experience due to excess skin, with the abdominal 
overhang potentially causing issues with personal hygiene (Song, Rubin et al. 2006, 
de Zwaan, Georgiadou et al. 2014, Gilmartin, Long et al. 2013, Gilmartin 2013) . 
There has been some research arguing in favour of body contouring via 
abdominoplasty being incorporated within the after-care regime to overcome the 
issues of loose skin, which has been described as a constant and negative reminder 
of a previous life (Throsby 2008; Gilmartin, Long et al. 2013). However, this practice 
is no longer offered on the NHS due to financial limitations and constraints. 
 
Another reality check revealed the problems associated with social experiences in 
relation to adapting to and the practicality of eating out (Graham, Hayes et al. 2017).  
This was described by some participants as trading old issues with new problems 
and anxieties, especially with the fear of being ‘out of control’ with possible physical 
repercussions of ‘dumping’. To address these issues many of the participants 
described developing new coping strategies which included planning in advance 
where to eat and what meals would be best suited without attracting attention and to 
minimising potential problems (Graham, Hayes et al. 2017).   
.   
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The young women also disclosed being very selective with whom they confided their 
surgery status due to an element of shame and/or a sense of failure of resorting to 
BS treatment for weight loss. This behaviour is in line with Hansen and colleagues 
questionnaire study (2016) with 101 participants who also reported taking 
precautions not to be in social situations where they may be judged mainly as a lay 
person’s knowledge of BS is usually limited and biased (Hansen, Dye 2016).  
Similarly, other participants conveyed how they made personal ‘risk’ assessments of 
social situations to retain ‘control’, the more engaged with new lifestyle changes 
post-surgery the greater the ‘risk’ participants were prepared to undertake (Graham, 
Hayes et al. 2017).   
 
The overarching theme - ‘Cost’ 
 
The overarching theme was ‘cost’ reflecting the SEU decision-making model of 
weighing up the costs and benefit of BS (Edwards 1953), whereby participant’s 
balanced the positive or negative experiences of being obese with what they 
perceived to be positive or negative options and outcomes of undergoing weight loss 
surgery. The ‘cost’ analysis was also exercised when determining the benefits of 
reversible verses permanent surgical procedures. Out of the seven participants three 
opted for a reversible band procedure with one later changing to a permanent 
procedure. The ‘cost’ analysis was repeated again when evaluating the monetary 
cost with a reduce timeframe for surgery going via the private sector verses a longer 
timeframe with no financial outlay via the NHS. All of the participants opted for 
surgery in the private sector. The post-surgery ‘costs’ are also associated with both 
unexpected and expected negative/positive physical and psychological changes.  
The majority of participants described the positives as being more related to the 
physical changes (weight loss) which were more readily embraced in comparison to 
the negatives which included pre-surgery psychological issues remaining unresolved 
post-surgery. This illustrated a degree of being ill-prepared or ill-equipped to deal 
with the complexities and life-long post-surgery physical and psychological changes.  
It could also be argued that when they made their cost analysis of undergoing 
surgery that their decisions were not based on a comprehensive set of information 
coupled with being made within a short timeframe and little time to reflect.  Whereas, 
for those who described experiencing more of a positive transition of change post-
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surgery, had also expressed being focused on a secondary goal (increasing options 
for motherhood and/or social acceptance), which could also being described as more 
of an additional  ‘cost’ benefit.   
 
Contraceptive Practices 
 
Collectively, the participants acknowledged being aware of the negative association 
of obesity in relation to menstrual problems and the impact this had with family 
planning. They also described being cognisant that changes post-surgery may aid 
regulating menstrual cycle and in turn enhance their ability to conceive, even those 
participants who had been diagnosed with obesity related fertility problems. Within 
the participants group four of the women disclosed being diagnosed with PCOS and 
two stated that they had also been medically diagnosed as infertile. Whilst these 
young women were aware of fertility improvements post-surgery, three of the 
participants reported not using any form of contraceptive and were passive about the 
risks of a possible unintended pregnancy, highlighting their vulnerability. Overall, 
contraceptive practices in this group were varied and did not correlate with what had 
been said about their personal family planning objectives. Only four of the 
participants were using any form of contraceptive, with two being on the 
contraceptive pill, which they had been prior to surgery. This illustrates a lack of 
awareness about relying on a less effective contraceptive method post-surgery 
(Graham, Wilkes et al. 2014; Schlatter 2017, Ginstman, Frisk et al. 2015, Paulena, 
Zapataa et al. 2010). Conversely, one participant’s motivation for undergoing surgery 
aside from weight loss was to enhance her prospects of starting a family. She 
confirmed using precautions (condoms) while waiting for her first year post-BS health 
assessment, also adhering to the current guideline of avoiding pregnancy in the first 
12-18 months post-surgery (BOMSS 2014). 
 
Theoretical implications  
 
As illustrated above this thesis is encompassed by a number of theoretical 
foundations, which are intrinsically linked and underpinned to the process of decision 
making based on the subjective expected utility (SEU) theory (Edwards 1954). This 
theoretical framework is based is on the balance of cost and benefits embodied in 
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weighting up positive and negative options. Decisions made of the ‘cost’ and benefits 
of BS are illustrated with the participants describing exploring their options in relation 
to surgery (reversible versus permanent), surgical pathway (private versus NHS) and 
balanced in relation to pain, excess skin and monetary cost to achieve the benefits of  
social acceptance, confidence, improved body image and health. 
 
Summary 
 
Some of the participants revealed considering surgical intervention for some time 
before seeking professional consultation, whilst others describe being more 
impulsive.  All the participants in this study had undergone surgery via the private 
sector albeit at different bariatric centres, however, the time between the initial 
consultation and the operation was within a relatively short timeframe (circa 3 
months). Obesity encompasses all aspects of everyday living and correspondingly it 
is inevitable that undergoing any form of surgical intervention for weight loss will 
equally permeate all domains of daily life (Coulman, MacKichan et al. 2017). The 
participants all described experiencing some sort of reality check after-surgery and in 
some way being initially less prepared for the imposed physical, psychological and 
social changes. However, those who had secondary goals described a more positive 
experience whereas negative outcomes were related to psychological issues which 
still needed to be addressed, and for a couple of the participants it was low energy 
levels post-surgery. 
 
Conclusion 
 
Surgical interventions for weight loss impacts participants in many different ways and 
whilst this treatment offers many positive benefits it also recognises that there can be 
negative physical and psychological issues both in the short and long term. The low 
number participants in this thesis, especially with regard to Study Two (quantitative) 
could also reflect a reticence with young women being unwilling to share their BS 
experiences, especially if these were negative or were predominately related to 
disappointment or a realisation that surgical intervention does not offer a ‘quick fix’.    
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This study recognises that everyone had different coping strategies and postulates 
that ongoing professional support should be tailored to an individual’s specific short 
and long term needs. Whilst most pre-surgery information covers fertility change 
advice on contraceptive options, family planning should also be offered. This is 
especially pertinent for women who are undergoing surgery at an age which 
coincides with a natural peak in fertility and as the majority of young women 
including this cohort are opting to defer motherhood for a few years.   
 
It is anticipated that the findings will aid young women contemplating and 
considering BS and also offer an insight for HCP’s to support participant’s pre and 
post-surgery. However, the outcome of this study can only reflect on this specific 
population and offer a generalised insight, and may warrant a quantitative study to 
consolidate findings as was initially proposed in the design. With the rising number of 
young women undergoing BS this thesis highlights the need to find a way to connect 
with this cohort to ensure that they have a ‘voice’. Future studies would also benefit 
with qualitative interviews to explore participant’s experiences who have undergone 
surgery via the NHS. The NHS route in comparison is different in many ways mainly 
because of a longer timeframe from consultation to operation and this interval may 
offer participants more time to psychological prepare.  Unfortunately, participants 
who had opted for the NHS surgical route did not come forward to be part of this 
thesis and share their experience. 
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Chapter Six:  Future Research and Reflections 
 
This section discusses future research possibilities together with implications for 
practice and recommends implementing changes via policy within the private sector.  
This section concludes with the Researchers reflections. 
 
The number of adults being classified as obese in the UK is escalating and these 
figures are predicted to rise further by 2050 to represent 50% of women and 60% of 
men (Foresight, 2007). Similarly the number of people undergoing BS has also 
increased and the BOMMS report illustrated surgical intervention to have notably 
risen with women within the 18-25 age range. Many participants like the ones in this 
study are undergoing surgery privately which may be as a consequence of the NHS 
having reduced funding for these operations despite an increase in need (Welbourn, 
Small et al. 2014) or equally it could reflect more participants seeking a ‘quick fix’.    
 
Future research 
 
The design of this thesis invited all female participants who had undergone any form 
of BS, unfortunately, only those who had surgery within the private sector came 
forward. It would be of value to conduct this study again with participants who had 
undergone surgery via the NHS to make comparisons in respect of similarities and 
differences in relation to information and post-surgery care that may exist between 
the two different pathways. Furthermore, it would also offer a more comprehensive 
understanding of the experiences of this young cohort.    
 
Recruitment issues in relation to bariatric participants are not uncommon and one 
study in Poland reported a variation in pre and post recruitment. The pre-surgery 
recruitment was conducted at a bariatric centre with the Researchers present and 
recorded a 90% uptake whereas there was only a 19% response two years later 
when the post-surgery participants were invited by email to a follow up study. The 
authors also noted a higher response from men despite a higher percentage of 
women undergoing surgery (Janik et al 2016). 
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In comparison, a recent study had notably more success from a letter of invitation to 
a purposeful sample of participants identified from only one NHS bariatric BS centre 
in North East England. Participants were offered a £15 voucher to be interviewed 
and the volunteers comprised of 11 females and 7 males between the ages of 36-64 
(Graham et al 2017).   
 
Similarly, Gilmartin (2013) study drew participants from only one BS centre and 
received a high response from invitation letters sent to 42 post-surgery (2- 5 years) 
participants and of these18 were interviewed (Gilmartin 2013).   
 
In light of the positive uptake the above studies received with participants, I would 
advocate using monetary incentives together with a more direct recruitment 
approach with any future research especially when trying to recruit NHS participants.  
Also, I would focus on a purposeful sample of pre-surgery participants, as past 
studies have also illustrated a greater willingness to engage in research studies.  
Additionally, I would give consideration to the use of “photovoice”, which is a tool to 
support participants to express more underlying experiences and has in past studies 
been used to support research which is considered to be more of a sensitive nature.   
 
For Practice 
 
BS is a unique operation as it not only addresses weight loss issues, but also offers 
physical and psychological health benefits such as enhancing female fertility and 
self-esteem. Furthermore, the number of participants undergoing weight loss surgery 
is continuing to increase despite reduced funding for such operations by the NHS 
which would indicate that more obese participants are taking personal responsibility 
to address their weight issues by undergoing surgical intervention in the private 
sector. Within these numbers some of the participants will be young women who 
have not yet had a family, however, when they do conceive whether this is a planned 
or not they may turn to the NHS for support. It is therefore important for HCP’s 
outside of the BS specialist teams to be able to understand the physical and 
psychological needs of post-surgery pregnant women.   
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It would therefore be of value if HCP’s within the NHS were offered training which 
included contraceptive options and alternative glucose tests for gestational diabetes.  
Furthermore, offering an insight into the daily physical and psychological challenges 
from undergoing BS may also aid in reducing associated weight related stigma and 
remove bias or judgement that weight loss surgery is an easy option. 
 
Recommendations for HCP’s and policy makers  
 
I would argue that with the increasing number of participants undergoing BS that a 
central NHS information and support centre should be available for all post-surgery 
participants irrespective of where they have had surgery.  I also propose that it would 
be of value for participants considering surgery to watch short presentations from 
post-surgery participants describing their experiences and to also include what they 
had wished they had known before undergoing surgery. 
 
Furthermore, all the interviews for this study were conducted via skype and the 
participants were comfortable with this format.  This communication format may be of 
value for post-surgery participants to keep in more frequent or regular with HCP’s 
without having to travel especially within the convalescent period. 
 
Currently, within the private sector the time from consultation to surgery can be very 
short and does raise concerns as illustrated with some participants in this study who 
expressed initial post-surgery regrets. Young obese adults are a very vulnerable 
group whilst, old enough to legally make decisions (based on having the vote, a 
driving license, taking out a mortgage etc.) yet this cohort can be considered too 
young and inexperienced (in life) to make such dramatic life changing decision 
independently and/or within a very short timeframe. It may be necessary to monitor 
surgery within the private sector and implement via legislation a longer or minimum 
wait time from consultation to surgery to give participants time to reflect. I would 
argue that this would also aid preparation for surgery and assist with the physical 
and psychological transition.  In addition, all pre-surgery information given should 
include contraceptive advice and options especially for women aged 18-25 years 
who are at an age where fertility is at a natural peak. 
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Summary  
 
In summary it is hoped that the findings of this study may aid young women who are 
contemplating undergoing weight loss surgery to understand the complexities 
associated with the imposed changes and how these changes will permeate all 
areas of their lives and where to go for on-going support.     
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Reflections 
 
Personal interest 
 
I have for many years had an interest in the consequences of being obese and how 
this has also had an impact on family, social life, health and behaviour.  This interest 
developed whilst I was studying for my undergraduate degree in Psychology at 
Roehampton as a mature student.  I subsequently came to Surrey University to do a 
Masters in Health Psychology and my thesis was on young obese adolescents (12-
14 years), who were self-motivated and attended a nationally organised slimming 
support group.  The results of this study demonstrated successful weight loss in a 
relatively short period (a few months), attributed to both a lifestyle changes (eating 
patterns and exercise) and the fact that they were still growing (had not achieved 
physical maturity).  I subsequently had time-out with my daughter for a few years and 
came back to work part-time as a Researcher at the Surrey University in November 
2013.   
 
Since then my research interests have expanded to include obesity, patient’s 
experience of BS, and women’s health with an interest in reproductive health 
(fertility, contraception and family planning).   I am part of a research collaborative 
health care team the ‘Programme of Research and Education in Preconception Care’ 
(PREPARE).  This has given me the opportunity to contribute by assisting in 
research in areas of a very similar field to my study with qualitative interviewing of 
both participants and health care professions, quantitative data collection and 
dissemination of research findings, writing for publication in peer review journals and 
currently being part of the PREPARE team working on conducting a systematic 
literature review.   
 
From April 2015 I have been part of the Maternal, Child and Family Health monthly 
cluster meetings (Chaired by Professor Jill Shawe). 
 
I have also enjoyed being a member of the collaboration team for the Athena Swan 
ASIC Group (representing students). 
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I have been a post graduate research student (PGR Mentor) from 29th January 2016 
– September 2017. I have very much appreciate the comradeship of sharing 
experiences, acquiring knowledge, support and advice from my fellow students 
within the discipline.  I believe our meetings on a regular ad hoc weekly basis at the 
University have been invaluable for all of us.  I have also enjoyed the doctorial 
writing groups and hearing about different research projects and the variety of 
methods employed to collect the data. 
 
Skills developed and lessons learned 
 
I have developed a plethora of skills with undertaking this thesis, unfortunately, with 
the change in course of the design not all of these have been able to be 
demonstrated.  
 
Skills gained included:   
 
• Designing an questionnaire using Qualtrics 
• NVivo  
• Networking and collaborating with HCP within the bariatric profession 
• Motivational interviewing  
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Chapter Eight: Appendices 
 
Appendix 1 -Invitation Letter Pre-Surgery 
 
Invitation to take part in a Survey-Questionnaire web link or via QR (quick response) app 
(a download facility for mobile phones).  
 
Marie McCormack (MSc Health Psychology) would like to welcome you to take part in her 
Mphil research study, which is being conducted under the supervision of the University of 
Surrey.   
 
Before you decide, it is important for you to understand why this research study is being 
conducted and what it will involve.  BS is becoming a popular option to treat weight loss and 
the number of women within the age range of 18-25 years is increasing, and as such there is 
a need to understand more how this impacts quality of life, health behaviours (personal 
health beliefs ), and reproductive health.   
 
You are invited to take part as you fulfil the study criteria and are preparing to undergo 
weight loss (bariatric) surgery.  There are two parts to this study.  The first part is before BS 
and the second is a minimum of six months after surgery.   Both involve a questionnaire 
accessed via web link or QR (quick response) for mobile apps.  There are no right or wrong 
answers and as such you are required to give the answer most relevant to you.  Your 
response will only be used for the purpose of this study.  Taking part is voluntary and the 
questionnaire can be completed in approximately 10-15 minutes. 
If you are interested in taking part in the second part (post-surgery) study you will have the 
option to give your contact details whereby I will to contact you approximately six months 
after your surgery. 
You are not obliged to take part in this study and your treatment and care will not be effected 
if you decide not to participate.  It is acknowledged that participating in a study is an 
important personal decision and as such you may wish to find out or learn more about the 
study by contacting me at m.mccormack@surrey.ac.uk or you may wish to consider talking 
with your doctor and/or family members or friends about deciding to participate in this study. 
It is unlikely that you will benefit directly from participating in this study but it is hoped that the 
results from the study could influence future studies, and that taking part will help to develop 
and/or improve services and support for young women who undergo any type of BS.  
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Kind regards 
Appendix 2 – Advertisement 
 
Research Study 
  
 
Are you a woman aged 18-25 who has undergone any type of 
Bariatric Surgery in the UK? 
Marie McCormack would like to welcome you to take part in her Mphil research study. 
Bariatric Surgery is becoming a popular option to treat weight loss in young women, and 
as such there is a need to understand more how this influences quality of life, health 
behaviours (your personal health beliefs) and reproductive health.  
You are invited to complete a confidential and anonymous questionnaire either via the web 
link http:///surreyfahs.surrey.ac.uk/TO_BE_ADVISED/ or the via QR application below this 
should take approximately 10-15 minutes.   
There is also an option to volunteer to be part of an additional study and ‘share your story’ 
and personal experience with the Researcher in a confidential one-to-one interview. 
If you would like to be interviewed please give your contact details at the end of the 
questionnaire or if you would like to find out more about this study, supervised by the 
University of Surrey, please contact Marie McCormack (m.mccormack@surrey.ac.uk). 
This study has been reviewed and received a favourable ethical opinion from Yorkshire & 
Humber - Sheffield Research Ethics Committee (end date of recruitment 30th November 
2016). 
QR to be inserted here 
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Appendix 3 – Local Advertisement 
  
Research Study 
  
Are you a woman aged 18-25 who has undergone any type of 
Bariatric Surgery in the UK? 
Marie McCormack would like to welcome you to take part in her Mphil research study. 
Bariatric Surgery is becoming a popular option to treat weight loss in young women, and as such 
there is a need to understand more how this influences quality of life, health behaviours (your 
personal health beliefs) and reproductive health.  
You are invited to complete a confidential and anonymous questionnaire either via the web link 
http:///surreyfahs.surrey.ac.uk/TO_BE_ADVISED/ or the QR application below this should take 
approximately 10-15 minutes.   
There is also an option to volunteer to be part of an additional study and ‘share your story’ and 
personal experience with the Researcher in a confidential one-to-one interview. 
If you would like to be interviewed please give your contact details at the end of the questionnaire 
or if you would like to find out more about this study, supervised by the University of Surrey, 
please contact Marie McCormack (m.mccormack@surrey.ac.uk). 
This study has been reviewed and received a favourable ethical opinion from Yorkshire & Humber 
- Sheffield Research Ethics Committee (end date of recruitment 30th November 2016). 
QR to be inserted here 
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Appendix 4 – Landing Page 
 
http://surveys.fahs.surrey.ac.uk/Influences_of_Bariatric_Surgery/ 
 
Participant Information Sheet 
 
This is part of a Mphil project for Marie McCormack (MSc Health Psychology), under the 
supervision of the University of Surrey. Before you decide, it is important for you to 
understand why this study is being conducted and what it will involve.  
The information here explains the research study and what will happen if you choose to take 
part.  
 
What is the purpose of the study?  
This study is to help understand more about the impact of Bariatric Surgery on young 
women’s quality of life, health behaviours (your personal health beliefs) and reproductive 
health. 
 
Why have I been invited to take part?  
You are invited to take part if you fulfil the study criteria being female between 18-25 years 
and if you are either preparing for or have had weight loss surgery at least six months but no 
longer than two years ago.  
 
Do I have to take part?  
No.  Taking part in this study is voluntary and your medical care or support will not be 
affected if you decide you do not wish to take part. 
 
What are the possible disadvantages or risks of taking part?  
There are minimal disadvantages to taking part in this study.   The questionnaire can be 
completed anonymously and you can stop and withdraw at any point by closing the browser. 
If you feel that any of the questions have caused you any concern please contact your GP or 
your Bariatric Centre for professional support.  
 
What are the possible benefits of taking part? 
It is hoped that the results from the study could influence future studies, and that taking part 
will help to develop and/or improve services and support for young women who undergo any 
type of BS.  
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What happens when the research study stops? 
This study will contribute to Marie McCormack’s PhD dissertation project and the outcome of 
the study will be written up and included in the Thesis. The findings may also be published in 
a topic related academic journal and/or presented at conferences.  A summary of this study 
outcome will be available on request at the end of the PhD project in January 2018. 
 
What if you have a complaint or concerns relating to the study?  
Complaints or concerns about any aspects or the way you have been dealt with during the 
course of the study will be addressed.  If you have any concerns in the first instance please 
contact the Researcher Marie McCormack via email m.mccormack@surrey.ac.uk, you may 
also contact Professor Jill Shawe, Principal Supervisor for the study via email   
j.shawe@surrey.ac.uk.  If you wish to contact someone external to this study you may 
contact the Head of School Melaine Coward via email m.coward@surrey.ac.uk. 
 
Will my taking part in the study be kept confidential?  
Yes.   All of your data kept will remain confidential.  You will be allocated a number at the 
start of the study that will be used to identify all of the results.   People reading reports from 
the research will not know who has taken part.   
 
Research data will be securely stored for a minimum of 10 years in accordance with the 
University of Surrey’s policy and all personal data will be handled in accordance with the 
Data Protection Act (1998).  
 
Taking part in this study is voluntary and anonymous and as such you can withdraw at any 
time.  Any incomplete data collected from you up to that point will not be used.  
Who has reviewed the project?  
The study has been reviewed and received a favourable ethical opinion and from an NHS 
Research Ethics Committee (insert name of Committee once confirmed). 
 
What will I need to do?  
You will be asked to answer a series of questions relating to your profile, quality-of-life, 
health behaviours (your personal health beliefs), and reproductive health.  At the end of the 
questionnaire you will be invited to take part and be interviewed with the Researcher on a 
one to one basis.  If you are interested you will have the option to give your contact details. 
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For more information about the study, or to ask any questions prior to participating, please 
contact the Researcher Marie McCormack at: m.mccormack@surrey.ac.uk or you may wish 
to talk it over with family or friends, take whatever time you need to make your decision. 
When you are happy to continue please click on the button below.  
 
 
PLEASE CLICK HERE TO START THE QUESTIONNARIE  
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Appendix 5 – Copy of on line questionnaire  
MPhil Student: U6011614 
 
183 
 
Appendix 6 – Invitation Letter –Pre/Post-surgery participants  
 
Dear 
The Impact of Bariatric Surgery on young women’s  
Quality of Life, Health Behaviours and Reproductive Health  
I hope that the BS you had six months ago was successful for you. 
 
Prior to undergoing surgery you completed an on-line survey questionnaire in relation to the 
above study.  At the time of completing the survey you showed an interest in being part of the 
after surgery second phase of this study. This letter is just to refresh your memory as it is 
important for you to understand why this study is being conducted and what will be involved.    
 
This is part of a MPhil project for Marie McCormack (MSc Health Psychology), under the 
supervision of the University of Surrey.  The study is to help understand more about the 
influences of Bariatric Surgery on women (18-25 years) quality of life (mood, health status, 
self-esteem, body image ) and health behaviours (diet, exercise and sexual health: 
contraception/family planning).    
 
It is also hoped that the results from the study could influence future studies, and that taking 
part will help to develop and/or improve services and support for young women who undergo 
any type of BS.  
Taking part in this study is voluntary and your post-surgery medical care or support will not 
be affected if you decide you do not wish to take part.  It is another on-line questionnaire 
similar to the previous one you completed.   
Please contact me m.mccormack@surrey.ac.uk  if anything is unclear or if you would like any 
further details or information regarding this study.  
If you are interest please click on the link  xxxxxxxxxxxx    
Thank you again for your interest. 
Kind regards   
 
 
Marie McCormack  
Mphl Student University of Surrey 
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Appendix 7 - Invitation letter for Interview 
 
Dear 
Interview Study:  The Impact of Bariatric Surgery on young women’s  
Quality of Life, Health Behaviours and Reproductive Health  
 
Thank you for taking the time to think about taking part in a one-to-one interview.  This will 
contribute to my Mphil dissertation which is being conducted under the supervision of the 
University of Surrey.  Before you decide, it is important for you to understand why this 
research study is being conducted and what will be involved.  Bariatric Surgery is becoming 
a popular option to treat weight loss and the number of women within the age range of 18-25 
years is increasing, and as such there is a need to understand more how this impacts quality 
of life, health behaviours (personal health beliefs ), and reproductive health.   If you are still 
interested in taking part in an interview I have attached a Participant’s Information Sheet 
which explains the research study and what will happen if you choose to take part.  
 
Your input is greatly appreciated, however, if anything is not clear or if you would like any 
further details or information regarding this study, please contact me 
m.mccormack@surrey.ac.uk 
 
If you decided to participate please initial each section of the enclosed Consent Form (V4 -
11.3.2016) and sign at the bottom and return in the stamped address envelope.  
Please let me know if you have a preference of date and/or time for the interview to take 
place and if you would prefer a telephone or skype call. 
 
I look forward to contacting and thank you again for your interest. 
 
Kind regards   
 
 
Marie McCormack  
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Appendix 8 – Interview: Participants Information Sheet  
 
Participant Information Sheet  
Interview with Participant 
The Impact of Bariatric Surgery on young women’s  
Quality of Life, Health Behaviours and Reproductive Health  
 
 
 
 
Chief Investigator  
Marie McCormack, MSc 
Duke of Kent Building,  
University of Surrey,  
Guildford, GU2 7XHT.  
T: 01483 686575  email: m.mccormack@surrey.ac.uk 
 
 
Principal Investigator/Supervisor  
Professor Jill Shawe, PhD, RN, RM  
Professor and Lead Maternal & Family Health 
University of Surrey, Guildford, Surrey GU2 7XH 
T. 01484 684635           Skype jill.shawe1     j.shawe@surrey.ac.uk 
 
Second Supervisor 
Professor Jane Ogden, PhD  
Professor in Health Psychology 
University of Surrey, Guildford, Surrey GU2 7XH 
T. 01483 686929          J.Ogden@surrey.ac.uk 
 
 
Thank you for taking the time to think about taking part in this research study. This is part of a 
Mphil research study for Marie McCormack (MSc Health Psychology), under the supervision 
of the University of Surrey. Before you decide, it is important for you to understand why this 
research study is being done and what it will involve. The information here explains the 
research study and what will happen if you choose to take part.  
Please ask if anything is not clear (contact details are given at the beginning of this form).  
 
What is the purpose of the research study? 
The research study is to help understand more about the influences of Bariatric Surgery on 
young women (18-25 years) quality of life (mood, health status, self-esteem, body image ) 
and health behaviours (diet, exercise and sexual health: contraception/family planning).  
 
Why have I been invited to take part? 
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You have been invited to take part in an interview as you have given your contact details 
(email or postal address or telephone) on the research study questionnaire and fulfil the study 
criteria being between of 18-25 years at the time of surgery and are at least six months but no 
longer than 2 years post-surgery.     
 
Do I have to take part? 
No.  Taking part in this interview stage of the research study is voluntary and your post-surgery 
medical care or support will not be affected if you decide you do not wish to take part. 
 
What will I need to do? 
To ‘share your story’ post-surgery in a one-to-one interview and as such there are no ‘right’ 
or ‘wrong’ answers, it is your experiences that are of interest.  The interview will be 
conducted at a time convenient to you either by telephone or skype, and will be digitally 
recorded to allow for later analysis of your exact responses.   Or if you would prefer that the 
interview is not recorded the Researcher will manually take notes of the interview for later 
analysis.  Your responses will be anonymous and this means you will not be identifiable from 
any of the recordings or reports arising from the study. The proposed interview is envisaged 
to not take more than 60 minutes.                                                                                                                                                                                                                               
 
What are the possible disadvantages or risks of taking part? 
There are minimal disadvantages to taking part in the research.   It will be made clear at the 
start of the interview that you can stop at any point.   The main disadvantage is the time it will 
take. It is anticipated that the semi-structured interview will take up to one hour.  
If you feel that any of the questions have caused you any concern please contact your GP or 
your Bariatric Centre for professional support.  
 
What are the possible benefits of taking part? 
It is hoped that the results from the study could influence future studies, and that taking part 
will help to develop and/or improve services and support for young women who undergo any 
type of BS.  
 
What happens when the research study stops? 
This study will contribute to Marie McCormack’s PhD dissertation project and the outcome of 
the study will be written up and included in the Thesis. The findings may also be published in 
a topic related academic journal and/or presented at a conferences.  A summary of the 
research study outcome will be available on request and the end of the PhD project in 
January 2018. 
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What if you have a complaint or concerns relating to the study?  
Complaints or concerns about any aspects or the way you have been dealt with during the 
course of the study will be addressed.  If you have any concerns in the first instance please 
contact the Researcher Marie McCormack via email m.mccormack@surrey.ac.uk, you may 
also contact Professor Jill Shawe supervisor for the study via email   j.shawe@surrey.ac.uk.  
If you wish to contact someone external to this research study you may contact the Head of 
School Melaine Coward via email m.coward@surrey.ac.uk  who is not linked directly to this 
research study. 
 
Will my taking part in the study be kept confidential? 
Yes.   All of your data kept will remain confidential.  You will be allocated a number at the 
start of the study that will be used to identify all of the results.   People reading reports from 
the research will not know who has taken part.   
 
Research data will be securely stored for a minimum of 10 years in accordance with the 
University of Surrey’s policy and handled in accordance with the Data Protection Act (1998).  
You are free to withdraw from the study at any time without having to give a reason for doing 
so.  Any data collected from you up to that point will be kept unless you specifically request 
otherwise.   
 
Who has reviewed the project? 
The study has been reviewed and received a favourable ethical opinion from an NHS 
Research Ethics Committee (insert name of Committee once confirmed). 
 
What will I have to do next? 
If you wish to take part in the interview please sign and return the consent form to the 
Researcher, Marie McCormack Mphil student m.mccormack@surrey.ac.uk who will contact 
you to arrange an interview time. A stamped –addressed envelope is enclosed for your use 
to return the signed consent form. 
 
 
Thank you for taking the time to read this Information Sheet. 
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Appendix 9 – Interview: Consent Form 
Confidential Consent Form 
The Impact of Bariatric Surgery on young women’s  
Quality of Life, Health Behaviours and Reproductive Health  
 Please initial box 
I confirm that I have read the information sheet (Version 4) dated 11th March 2016 for 
the above study.  I have been given a full explanation of the purpose and likely duration 
of the study, and of what I will be expected to do. 
 
I have been given the opportunity to ask questions on all aspects of the study and I am 
satisfied with the answers I have received. 
 
I am willing to have the interview digitally recorded and note that any recordings will be 
held confidentially and will be stored on secure servers at University of Surrey. 
Please leave blank if you would prefer the Researcher to manually take notes of the 
interview. 
 
I confirm that I have had enough time to think about taking part in the study.  
I consent to my personal data, as outlined in the accompanying information sheet, being 
used for this study.  I understand that all personal data relating to volunteers is held and 
processed in the strictest confidence, and in accordance with the Data Protection Act 
(1998). 
 
I understand that taking part in the research is voluntary. I can stop taking part at any 
time, without giving a reason and that any data collected will not be used. 
 
I understand that only the Mphil student Marie McCormack and Supervisors at the 
University of Surrey in relation to this study will have access to the information collected 
during the study.  
 
I the undersigned agree to take part in the above study  
 
Name of volunteer (BLOCK CAPITALS)  ……………………...................................................................... 
 
Signed  .................................................. Date   ......................................... 
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Appendix 10– Interview: Topic Guide 
 
Interview Topic Guide  
 
Aim of study 
 
The study is to help understand more about the influences of Bariatric Surgery on young 
women (18-25 years) quality of life (mood, health status, self-esteem, body image ) and 
health behaviours (diet, exercise and sexual health: contraception/family planning).  
 
The contents of this interview topic guide may be revised in light of issues identified through 
on-going analysis of interview data.  This is a standard procedure in a qualitative study 
employing an emergent design. 
 
• Please would you tell me about yourself and your life before surgery? 
o What motivated you to undergo weight loss (bariatric) surgery? 
 
• Please would you describe how you feel about yourself since having 
surgery? 
o self-esteem  
o mood  
o health status – co-morbidities 
o body image 
 
• How do you feel your life has been affected since having surgery?  
o Diet 
o Exercise 
o Physical changes/Menstrual cycle/health – co-morbidities?   
o Relationships – family planning 
 contraception 
 
 
• Is there anything else you would like to add? 
 
Thank you for your time if you would feel that you would like to add or say anything 
else you are very welcome to contact me: email m.mccormack@surrey.ac.uk 
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Appendix 11 Risk Assessment Form 
 
Risk assessment for: The Impact of Bariatric Surgery on Young Women’s Qualify-of-Life, Health 
Behaviours and Reproductive Health 
Consideration Person at 
Risk 
Scale 
of 
Risk 
Existing Protocols Additional 
Mechanisms 
Personal safety Participant  Low  • Respond to an 
advertisement posted 
on two national 
bariatric support 
charities 
www.wlsinfo.co.uk, 
www.bospauk.org or 
via   poster 
advertisements at the 
University of Surrey.   
• Anonymously complete 
a questionnaire either 
on-line or via QR 
application (for mobile 
phones) proposed to 
take 10-15 minutes. 
• Option to provide 
contact details for a 
sequential study, to 
participate in a one-to-
one confidential 
interview. 
• If details are given an 
invitation letter will be 
sent together with a 
participant information 
sheet and consent form 
to be signed and 
returned in the 
stamped address 
envelope provided.   
• An interview will be 
arranged upon receipt 
of signed consent form. 
• The interview will be 
conducted at a given 
time favourable to the 
participant over the 
telephone or via skype. 
• Interview will be 
digitally or manually 
• None 
required 
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recorded for later 
analysis. 
• Participant will have 
the option to 
discontinue and 
withdraw from the 
interview at any point. 
 
Consideration Person at 
Risk 
Scale 
of 
Risk 
Existing Protocols Additional 
Mechanisms 
Personal safety  
Researcher 
Low  • Researchers only 
contact with 
Interviewees either at a 
nominated interview 
room at the University 
or by phone or Skype at 
a time convenient to 
participant. 
• None 
required 
Consideration Person at 
Risk 
Scale 
of 
Risk 
Existing Protocols 
 
Sensitivity to 
topic 
Participant  Low  • Participant’s 
information sheet at 
the beginning of the 
questionnaire giving 
details of study. 
• On-line consent gained 
before questionnaire is 
revealed. 
• Option to stop 
completing 
questionnaire at any 
point. 
• Option to stop and 
withdraw from the 
interview at any point 
however, if the 
Researcher is aware 
that the interviewee is 
distress in the interview 
then this will be 
acknowledged and 
support will be offered 
together with the 
option to cease the 
interview all together 
• None 
required 
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or resume at a later 
point. 
• Any complaints or 
concerns about any 
aspects participants 
have will during the 
course of the study will 
be addressed in the 
first instance with the 
Researcher, then by the 
Principal supervisor and 
lastly by the Head of 
School who is not 
linked directly to this 
study. 
• Email contact details of 
Researcher are 
available on the first 
on-line page together 
with details of how and 
to whom to make a 
complaints. 
 
Consideration Person at 
Risk 
Scale 
of 
Risk 
Existing Protocols 
 
Privacy Researcher  Low • Email details of 
Researcher only. 
• None 
required 
Consideration Person at 
Risk 
Scale 
of 
Risk 
Existing Protocols 
 
Privacy Participant  Low • Data Management - 
Research data collected 
will be compliant with 
the Data Protection Act 
(1998) and held for a 
minimum of 10 years in 
accordance with the 
University of Surrey in 
the strictest 
confidence. 
• Confirmation that any 
personal details will be 
made unidentifiable 
and only the 
Researcher and 
Supervisors at the 
• None 
required 
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University will have 
access to the data 
which will be held in a 
secure location. 
• Confidentiality - All 
information collected 
about the study 
participants during the 
course of this study will 
be kept strictly 
confidential.  Personal 
contact provided via 
the on line 
questionnaire in 
respect of the interview 
study will be removed 
once written 
communication has 
been generated.  
• Participant in the 
interview study will be 
allocated a reference-
code and only the 
Researcher and 
supervisors will have 
access to identify 
participants.  The 
reference-coded list, 
together with the 
signed consent forms 
and audio (digitally) 
recorded interviews 
will be placed in a 
secure/locked cabinet 
for the duration of the 
study.   All the 
information provided 
will be kept in a locked 
filing cabinet and 
stored on a password-
protected computer 
within a locked office at 
the University of 
Surrey.   This is under 
the supervision of the 
Principal Supervisor.   
• The responses from the 
interview will be 
anonymised and will 
not be identifiable from 
any of the recordings or 
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reports arising from the 
study. 
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Appendix 12 The University of Surrey Research Integrity & Governance 
Office (RIGO)  
 
  
                                                                                         
Research Integrity & Governance 
Office (RIGO) 
Senate House  
Guildford, Surrey GU2 7XH UK 
 
T: +44 (0)1483 68 9103/2051 
F: +44 (0)1483 68 3791 
 
rigo@surrey.ac.uk 
www.surrey.ac.uk 
 
 
 
26 October 2016 
 
Confirmation of sponsorship by the University of Surrey 
 
Dear Miss McCormack,  
 
Study title: The Impact of Bariatric Surgery on Young Women's Quality of Life, Health Behaviours 
and Reproductive Health 
University of Surrey reference: SPON/2016/06/FHMS 
IRAS project ID: 184559 
REC reference: 16/YH/0242 
 
Further to our recent correspondence, under the requirements of the Department of Health 
Research Governance Framework 2005, I am writing to confirm that the University of Surrey agrees 
to act as Sponsor for this study.  It is noted that you received the health research authority (HRA) 
Approval letter on 24 October 2016.   
 
Sponsorship is subject to an on-going Favourable Ethical Opinion, HRA approval and R&D approvals. 
Following receipt of all relevant approvals, you should ensure that any subsequent amendments are 
notified to the Sponsor, Ethics Committee, HRA, and relevant R&D Office(s). 
 
Please ensure that you and your supervisors are familiar with the University of Surrey Code on Good 
Research Practice, The Ethics Handbook for Teaching and Research.  
 
 
Yours sincerely, 
 
 
 
Mr Ali Alshukry 
Research Integrity and Governance Manager  
 
 
 
Miss Marie McCormack 
School of Health & Social Care, FHMS 
Duke of Kent Building 
Surrey University 
Guildford 
GU2 7XH 
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Appendix 13 - The NHS Health Research Committee Yorkshire & The 
Humber - Sheffield Research Ethics Committee NHS  
 
 
 
  
A Research Ethics Committee established by the Health Research Authority 
 
 
 
Yorkshire & The Humber - Sheffield Research Ethics Committee 
 
North East REC Office 
Room 001 
Jarrow Business Centre 
Rolling Mill Road 
Jarrow 
Tyne & Wear 
NE32 3DT 
 
Tel: 0207 104 8118 
 
 
 
 
 
 
 
 
 
 
 
 
20 June 2016 
 
Miss Marie McCormack 
PhD Student 
School of Health & Social Care, FHMS 
Duke of Kent Building 
Surrey University 
Guildford 
GU2 7XH 
 
 
Dear Miss McCormack  
 
Study title: The Impact of Bariatric Surgery on Young Women's 
Quality of Life, Health Behaviours and Reproductive 
Health 
REC reference: 16/YH/0242 
IRAS project ID: 184559 
 
Thank you for your letter of 13 June 2016, responding to the Committee’s request for further 
information on the above research and submitting revised documentation. 
 
 
Please note:  This is the 
favourable opinion of the 
REC only and does not allow 
you to start your study at NHS 
sites in England until you 
receive HRA Approval  
A Research Ethics Committee established by the Health Research Authority 
 
 
The further information has been considered on behalf of the Committee by the Chair.  
 
We plan to publish your research summary wording for the above study on the HRA website, 
together with your contact details. Publication will be no earlier than three months from the date 
of this opinion letter.  Should you wish to provide a substitute contact point, require further 
information, or wish to make a request to postpone publication, please contact the REC 
Assistant, Miss Kerry Dunbar, nrescommittee.yorkandhumber-sheffield@nhs.net  
 
Confirmation of ethical opinion 
 
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the above 
research on the basis described in the application form, protocol and supporting documentation 
as revised, subject to the conditions specified below. 
 
Conditions of the favourable opinion 
 
The REC favourable opinion is subject to the following conditions being met prior to the start of the 
study. 
 
Management permission must be obtained from each host organisation prior to the start of the 
study at the site concerned. 
 
Management permission should be sought from all NHS organisations involved in the study in 
accordance with NHS research governance arrangements. Each NHS organisation must confirm 
through the signing of agreements and/or other documents that it has given permission for the 
research to proceed (except where explicitly specified otherwise).  
Guidance on applying for NHS permission for research is available in the Integrated Research 
Application System, www.hra.nhs.uk or at http://www.rdforum.nhs.uk.   
 
Where a NHS organisation’s role in the study is limited to identifying and referring potential 
participants to research sites ("participant identification centre"), guidance should be sought from 
the R&D office on the information it requires to give permission for this activity. 
 
For non-NHS sites, site management permission should be obtained in accordance with the 
procedures of the relevant host organisation.  
 
Sponsors are not required to notify the Committee of management permissions from host 
organisations 
 
Registration of Clinical Trials 
 
All clinical trials (defined as the first four categories on the IRAS filter page) must be registered on 
a publically accessible database within 6 weeks of recruitment of the first participant (for medical 
device studies, within the timeline determined by the current registration and publication trees).   
 
There is no requirement to separately notify the REC but you should do so at the earliest 
opportunity e.g. when submitting an amendment.  We will audit the registration details as part of 
the annual progress reporting process. 
A Research Ethics Committee established by the Health Research Authority 
 
 
To ensure transparency in research, we strongly recommend that all research is registered but for 
non-clinical trials this is not currently mandatory. 
 
If a sponsor wishes to contest the need for registration they should contact Catherine Blewett 
(catherineblewett@nhs.net), the HRA does not, however, expect exceptions to be made. 
Guidance on where to register is provided within IRAS.  
 
It is the responsibility of the sponsor to ensure that all the conditions are complied with 
before the start of the study or its initiation at a particular site (as applicable). 
 
Ethical review of research sites 
 
NHS sites 
 
The favourable opinion applies to all NHS sites taking part in the study, subject to management 
permission being obtained from the NHS/HSC R&D office prior to the start of the study (see 
"Conditions of the favourable opinion" below). 
 
Non-NHS sites 
 
The Committee has not yet completed any site-specific assessment (SSA) for the non-NHS 
research site(s) taking part in this study.  The favourable opinion does not therefore apply to any 
non-NHS site at present. We will write to you again as soon as an SSA application(s) has been 
reviewed. In the meantime no study procedures should be initiated at non-NHS sites. 
 
Approved documents 
 
The final list of documents reviewed and approved by the Committee is as follows: 
 
Document   Version   Date   
Copies of advertisement materials for research participants 
[Advertisement_WEBPostBSV5(9.5.2016) appendix 4]  
5  09 May 2016  
Copies of advertisement materials for research participants 
[Advertisement _UniPostBSV5(9.5.2016) appendix 5]  
5  09 May 2016  
Covering letter on headed paper [Letter]    19 May 2016  
Evidence of Sponsor insurance or indemnity (non NHS Sponsors 
only) [Clinical Trials Insurance Certificate]  
  09 May 2016  
Interview schedules or topic guides for participants 
[Interview_TopicGuidePostBS V1 (29.9) appendix 9]  
1  29 September 2015  
IRAS Application Form [IRAS_Form_23052016]    23 May 2016  
IRAS Checklist XML [Checklist_13062016]    13 June 2016  
Letters of invitation to participant [Invitation_PREBSV3(9.5.2016) 
appendix 1]  
3  09 May 2016  
Letters of invitation to participant 
[Interviewletter_POSTBSV2(11.3.2016) appendix 6]  
2  11 March 2016  
Letters of invitation to participant 
[Invitation_QuestionnairePre_PostStudyV3(9.6.2016)]  
3  09 June 2016  
Non-validated questionnaire [Questionnaire_V4(12.6.2016)]  4  12 June 2016  
A Research Ethics Committee established by the Health Research Authority 
 
Other [Gannt Chart]  V3  26 April 2016  
Other [Risk Assement]  V4  26 April 2016  
Other [Protocol Submission Proforma Clinical Research Insurance]  V2  13 March 2016  
Other [Response letter]    13 June 2016  
Participant consent form [Consent Form_PostBS 
InterviewV5(9.5.2016) appendix 8]  
5  09 May 2016  
Participant information sheet (PIS) [PIS_WEBlanding pageV4 
(11.3.2016) appendix 2]  
4  11 March 2016  
Participant information sheet (PIS) [PIS_PostBSV6(9.5.2016) 
appendix 7]  
6  09 May 2016  
Participant information sheet (PIS) 
[PIS_WEBlandingpage_V5(9.6.2016)]  
5  09 June 2016  
Participant information sheet (PIS) [PIS_POSTBSV7(9.6.2016)]  7  09 June 2016  
Research protocol or project proposal [Protocol]  4  24 February 2016  
Summary CV for Chief Investigator (CI) [Summary CV _Chief 
Investigator_PhDStudent_MMcCormack]  
V1  02 November 2015  
Summary CV for supervisor (student research) [CV-ProfJillShawe]      
Summary CV for supervisor (student research) [CV-ProfJaneOgden]      
 
Statement of compliance 
 
The Committee is constituted in accordance with the Governance Arrangements for Research 
Ethics Committees and complies fully with the Standard Operating Procedures for Research 
Ethics Committees in the UK. 
 
After ethical review 
 
Reporting requirements 
 
The attached document “After ethical review – guidance for researchers” gives detailed guidance 
on reporting requirements for studies with a favourable opinion, including: 
 
 Notifying substantial amendments 
 Adding new sites and investigators 
 Notification of serious breaches of the protocol 
 Progress and safety reports 
 Notifying the end of the study 
 
The HRA website also provides guidance on these topics, which is updated in the light of changes 
in reporting requirements or procedures. 
 
 
 
 
 
 
User Feedback 
 
A Research Ethics Committee established by the Health Research Authority 
 
The Health Research Authority is continually striving to provide a high quality service to all 
applicants and sponsors. You are invited to give your view of the service you have received and 
the application procedure. If you wish to make your views known please use the feedback form 
available on the HRA website: 
http://www.hra.nhs.uk/about-the-hra/governance/quality-assurance/    
 
HRA Training 
 
We are pleased to welcome researchers and R&D staff at our training days – see details at 
http://www.hra.nhs.uk/hra-training/   
 
 
16/YH/0242                          Please quote this number on all correspondence 
 
With the Committee’s best wishes for the success of this project. 
 
Yours sincerely 
 
pp 
 
 
Professor Basil Sharrack 
Chair 
 
Email: nrescommittee.yorkandhumber-sheffield@nhs.net  
 
Enclosures:  “After ethical review – guidance for researchers”  
 
Copy to: Mrs Gillian Fairbairn 
Dr Cate Bell, Research and Innovation Department 
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Appendix 14 - The NHS Health Research Authority (HRA) 
 
  
  
Page 1 of 8 
Miss Marie McCormack 
PhD Student 
School of Health & Social Care, FHMS 
Duke of Kent Building 
Surrey University 
Guildford 
GU2 7XH 
 
Email: hra.approval@nhs.net 
 
24 October 2016 
 
Dear Marie,     
 
 
Study title: The Impact of Bariatric Surgery on Young Women's Quality 
of Life, Health Behaviours and Reproductive Health 
IRAS project ID: 184559  
REC reference: 16/YH/0242   
Sponsor University of Surrey 
 
 
 
 
I am pleased to confirm that HRA Approval has been given for the above referenced study, on the 
basis described in the application form, protocol, supporting documentation and any clarifications 
noted in this letter.  
 
Participation of NHS Organisations in England  
The sponsor should now provide a copy of this letter to all participating NHS organisations in England.  
 
Appendix B provides important information for sponsors and participating NHS organisations in 
England for arranging and confirming capacity and capability. Please read Appendix B carefully, in 
particular the following sections: 
• Participating NHS organisations in England – this clarifies the types of participating 
organisations in the study and whether or not all organisations will be undertaking the same 
activities 
• Confirmation of capacity and capability - this confirms whether or not each type of participating 
NHS organisation in England is expected to give formal confirmation of capacity and capability. 
Where formal confirmation is not expected, the section also provides details on the time limit 
given to participating organisations to opt out of the study, or request additional time, before 
their participation is assumed. 
• Allocation of responsibilities and rights are agreed and documented (4.1 of HRA assessment 
criteria) - this provides detail on the form of agreement to be used in the study to confirm 
capacity and capability, where applicable. 
Further information on funding, HR processes, and compliance with HRA criteria and standards is also 
provided. 
Letter of HRA Approval 
IRAS project ID 184559 
 
Page 2 of 8 
 
 
It is critical that you involve both the research management function (e.g. R&D office) supporting each 
organisation and the local research team (where there is one) in setting up your study. Contact details 
and further information about working with the research management function for each organisation 
can be accessed from www.hra.nhs.uk/hra-approval.  
 
Appendices 
The HRA Approval letter contains the following appendices: 
• A – List of documents reviewed during HRA assessment 
• B – Summary of HRA assessment 
 
After HRA Approval 
The document “After Ethical Review – guidance for sponsors and investigators”, issued with your REC 
favourable opinion, gives detailed guidance on reporting expectations for studies, including:  
• Registration of research 
• Notifying amendments 
• Notifying the end of the study 
The HRA website also provides guidance on these topics, and is updated in the light of changes in 
reporting expectations or procedures. 
 
In addition to the guidance in the above, please note the following: 
• HRA Approval applies for the duration of your REC favourable opinion, unless otherwise 
notified in writing by the HRA. 
• Substantial amendments should be submitted directly to the Research Ethics Committee, as 
detailed in the After Ethical Review document. Non-substantial amendments should be 
submitted for review by the HRA using the form provided on the HRA website, and emailed to 
hra.amendments@nhs.net.  
• The HRA will categorise amendments (substantial and non-substantial) and issue confirmation 
of continued HRA Approval. Further details can be found on the HRA website. 
 
Scope  
HRA Approval provides an approval for research involving patients or staff in NHS organisations in 
England.  
 
If your study involves NHS organisations in other countries in the UK, please contact the relevant 
national coordinating functions for support and advice. Further information can be found at 
http://www.hra.nhs.uk/resources/applying-for-reviews/nhs-hsc-rd-review/. 
  
If there are participating non-NHS organisations, local agreement should be obtained in accordance 
with the procedures of the local participating non-NHS organisation. 
 
 
 
IRAS project ID 184559 
 
Page 3 of 8 
 
User Feedback 
The Health Research Authority is continually striving to provide a high quality service to all applicants 
and sponsors. You are invited to give your view of the service you have received and the application 
procedure. If you wish to make your views known please email the HRA at hra.approval@nhs.net. 
Additionally, one of our staff would be happy to call and discuss your experience of HRA Approval.  
 
HRA Training 
We are pleased to welcome researchers and research management staff at our training days – see 
details at http://www.hra.nhs.uk/hra-training/  
 
Your IRAS project ID is 184559. Please quote this on all correspondence. 
 
Yours sincerely 
 
Alex Thorpe 
Senior Assessor 
 
Email: hra.approval@nhs.net  
 
 
 
Copy to: Mrs Gillian Fairbairn, University of Surrey (Sponsor contact) 
Dr Cate Bell, Worthing Hospital (Lead NHS R&D contact) 
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Appendix A - List of Documents 
 
The final document set assessed and approved by HRA Approval is listed below.   
 
 Document   Version   Date   
Copies of advertisement materials for research participants 
[Advertisement_WEBPostBSV5(9.5.2016) appendix 4]  
5  09 May 2016  
Copies of advertisement materials for research participants 
[Advertisement _UniPostBSV5(9.5.2016) appendix 5]  
5  09 May 2016  
Evidence of Sponsor insurance or indemnity (non NHS Sponsors 
only) [Clinical Trials Insurance Certificate]  
  09 May 2016  
Interview schedules or topic guides for participants 
[Interview_TopicGuidePostBS V1 (29.9) appendix 9]  
1  29 September 2015 
IRAS Application Form [IRAS_Form_23052016]    23 May 2016  
Letters of invitation to participant [Invitation_PREBSV3(9.5.2016) 
appendix 1]  
3  09 May 2016  
Letters of invitation to participant 
[Interviewletter_POSTBSV2(11.3.2016) appendix 6]  
2  11 March 2016  
Letters of invitation to participant 
[Invitation_QuestionnairePre_PostStudyV3(9.6.2016)]  
3  09 June 2016  
Non-validated questionnaire [Questionnaire_V4(12.6.2016)]  4  12 June 2016  
Other [Gannt Chart]  V3  26 April 2016  
Other [Risk Assement]  V4  26 April 2016  
Other [Protocol Submission Proforma Clinical Research Insurance]  V2  13 March 2016  
Participant consent form [Consent Form_PostBS 
InterviewV5(9.5.2016) appendix 8]  
5  09 May 2016  
Participant information sheet (PIS) [PIS_WEBlanding pageV4 
(11.3.2016) appendix 2]  
4  11 March 2016  
Participant information sheet (PIS) [PIS_PostBSV6(9.5.2016) 
appendix 7]  
6  09 May 2016  
Participant information sheet (PIS) 
[PIS_WEBlandingpage_V5(9.6.2016)]  
5  09 June 2016  
Participant information sheet (PIS) [PIS_POSTBSV7(9.6.2016)]  7  09 June 2016  
Statement of Activities 1 25 October 2016 
Schedule of Events 1 25 October 2016 
Research protocol or project proposal [Protocol]  4  24 February 2016  
Summary CV for Chief Investigator (CI) [Summary CV _Chief 
Investigator_PhDStudent_MMcCormack]  
V1  02 November 2015  
Summary CV for supervisor (student research) [CV-ProfJillShawe]      
Summary CV for supervisor (student research) [CV-ProfJaneOgden]     
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Appendix B - Summary of HRA Assessment 
 
This appendix provides assurance to you, the sponsor and the NHS in England that the study, as 
reviewed for HRA Approval, is compliant with relevant standards. It also provides information and 
clarification, where appropriate, to participating NHS organisations in England to assist in assessing 
and arranging capacity and capability. 
For information on how the sponsor should be working with participating NHS organisations in 
England, please refer to the, participating NHS organisations, capacity and capability and 
Allocation of responsibilities and rights are agreed and documented (4.1 of HRA assessment 
criteria) sections in this appendix.  
The following person is the sponsor contact for the purpose of addressing participating organisation 
questions relating to the study: 
Gillian Fairbairn 
rigo@surrey.ac.uk  
01483 683491 
 
HRA assessment criteria  
Section HRA Assessment Criteria Compliant with 
Standards 
Comments 
1.1 IRAS application completed 
correctly 
Yes No comments  
    
2.1 Participant information/consent 
documents and consent 
process 
Yes No comments 
    
3.1 Protocol assessment 
 
Yes No comments 
    
4.1 Allocation of responsibilities 
and rights are agreed and 
documented  
Yes The applicant has provided a Statement 
of Activities and Schedule of Events, 
which they intend to be used as the 
agreement between themselves and 
participating NHS organisations.  
4.2 Insurance/indemnity 
arrangements assessed 
Yes Where applicable, independent 
contractors (e.g. General Practitioners) 
should ensure that the professional 
indemnity provided by their medical 
defence organisation covers the 
activities expected of them for this 
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Section HRA Assessment Criteria Compliant with 
Standards 
Comments 
research study 
4.3 Financial arrangements 
assessed  
Yes No external application for funding has 
been made for this study. 
No funding will be provided to NHS 
sites. 
    
5.1 Compliance with the Data 
Protection Act and data 
security issues assessed 
Yes No comments 
5.2 CTIMPS – Arrangements for 
compliance with the Clinical 
Trials Regulations assessed 
Not Applicable No comments 
5.3 Compliance with any 
applicable laws or regulations 
Yes No comments 
    
6.1 NHS Research Ethics 
Committee favourable opinion 
received for applicable studies 
Yes 
 
No comments 
 
6.2 CTIMPS – Clinical Trials 
Authorisation (CTA) letter 
received 
Not Applicable No comments 
6.3 Devices – MHRA notice of no 
objection received 
Not Applicable No comments 
6.4 Other regulatory approvals 
and authorisations received 
Not Applicable No comments 
 
Participating NHS Organisations in England 
This provides detail on the types of participating NHS organisations in the study and a statement as to whether 
the activities at all organisations are the same or different.  
There will be one site type for this study, NHS research sites will act as Participant Identification 
Centres and be required to identify potential participants from clinical appointments and provide an 
invitation letter to those interested to allow them to contact the University of Surrey research team. 
The Chief Investigator or sponsor should share relevant study documents with participating NHS 
organisations in England in order to put arrangements in place to deliver the study. The documents 
should be sent to both the local study team, where applicable, and the office providing the research 
management function at the participating organisation. For NIHR CRN Portfolio studies, the Local 
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LCRN contact should also be copied into this correspondence.  For further guidance on working with 
participating NHS organisations please see the HRA website. 
 
If chief investigators, sponsors or principal investigators are asked to complete site level forms for 
participating NHS organisations in England which are not provided in IRAS or on the HRA website, 
the chief investigator, sponsor or principal investigator should notify the HRA immediately at 
hra.approval@nhs.net. The HRA will work with these organisations to achieve a consistent approach 
to information provision.  
 
Confirmation of Capacity and Capability  
This describes whether formal confirmation of capacity and capability is expected from participating NHS 
organisations in England. 
The HRA has determined that participating NHS organisations in England are not expected to 
formally confirm their capacity and capability to host this research, because all of the research 
activities will be undertaken by the student.  
• The HRA has informed the relevant research management offices that you intend to 
undertake the research at their organisation. However, you should still support and liaise with 
these organisations as necessary. 
• Following issue of the Letter of HRA Approval the sponsor may commence the study at these 
organisations when it is ready to do so. 
• The document “Collaborative working between sponsors and NHS organisations in England 
for HRA Approval studies, where no formal confirmation of capacity and capability is 
expected” provides further information for the sponsor and NHS organisations on working 
with NHS organisations in England where no formal confirmation of capacity and capability is 
expected, and the processes involved in adding new organisations. Further study specific 
details are provided the Participating NHS Organisations and Allocation of responsibilities and 
rights are agreed and documented (4.1 of HRA assessment criteria) sections of this 
Appendix. 
 
 
Principal Investigator Suitability 
This confirms whether the sponsor position on whether a PI, LC or neither should be in place is correct for each 
type of participating NHS organisation in England and the minimum expectations for education, training and 
experience that PIs should meet (where applicable). 
A Local Collaborator will be required at each participating NHS research site in order to identify 
participants who meet the eligibility criteria in routine clinical appointments and provide an invitation 
letter to those interested. 
 
GCP training is not a generic training expectation, in line with the HRA statement on training 
expectations. 
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HR Good Practice Resource Pack Expectations 
This confirms the HR Good Practice Resource Pack expectations for the study and the pre-engagement checks 
that should and should not be undertaken 
As the student will be directly supervised by her academic supervisor, then no Letter of 
Access will be required. However, if they are to interview or have contact with patients 
without supervision from someone employed by the participating Trust, then a Letter of 
Access would be required for each Trust visited and a Research Passport should be held by 
the student. A standard DBS check would be required.  
 
Other Information to Aid Study Set-up  
This details any other information that may be helpful to sponsors and participating NHS organisations in 
England to aid study set-up. 
The applicant has indicated that they do not intend to apply for inclusion on the NIHR CRN Portfolio. 
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Appendix 15 - Developing a Quantitative Questionnaire 
 
The initial proposal considered developing a questionnaire specifically for this research to 
ensure all the key constructs supported the aims of the study and also to establish reliability 
and validity of the instrument with pre-testing/assessments.   
 
This was explored taking into consideration the protocol required to develop a questionnaire.  
The initial planning phase commences with a scoping exercise with a current literature 
review, followed by a qualitative approach via focus groups of a pre-determined sample of 
participants or associated health care professional to gather suggestions to provide a 
breadth of information to support the study from both the patient and professional aspect.  
The aims of the research is then adapted/converted into preliminary questions. 
 
Formulating the questions requires eliciting personal information/details without being too 
intrusive in plain/‘lay’ jargon free language at a literacy level appropriate for the ‘target’ 
population, giving consideration of ethnic and cultural background. Boynton, 2004 proposes 
compiling specific questions with less than 20 words and using longer sentences when 
probing for sensitive information.  Evaluating the suitability of each question for respondents 
can be administered with digital tools such as the Gunning Fog Index formula which will rate 
the reading age of each question http://gunning-fog-index.com/ .  Research has determined 
the average reading age in the UK is 12 years (Williams 2003).   
 
Quantitative questionnaires can include pre-defined or fixed response either dichotomous 
(yes/no or male/female), multiple choice, scaled on a continuum of preference e.g. Likert 
scale, rating, rank order or matrix response for identical response categories for multiple 
questions.  Whilst, qualitative questions prefer open ended response and can be either semi-
structured with a pre-determined topic guide or evolve from the initial questions covering 
aspects that the participant associates with the question. 
 
Face-validation 
 
This ensures the design of the questionnaire is in keeping with the research aims and 
appropriate for the target population, and can be assessed by either professional colleagues 
within the area of research, or a small sample of the target population, or both. 
Once the style or format of questions have been defined it is important to determine the 
order to maximise participant’s responses and to pre-empt answer bias (Peterson),  which is 
more prevalent with ‘paper’ or ‘hardcopy’ in comparison with electronic self-administered 
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questionnaires.  In addition, consideration is also needs to be given to question construction 
to pre-empt possible socially desirable answers or acquiescence bias responses where 
positive answers are given regardless of the question (Murray 1999).    
 
Equally import is the order of the questions and research has determined that non-intrusive 
factual non-personal questions are more favourably received at the beginning of the 
questionnaire with more personal questions at the end.  These are connected with the 
‘substantive question section’, being the key questions that address the research questions, 
which are grouped in topics and presented in a logical order such as events or behaviour 
‘time-line’ past to present to reduce confusion (Peterson).   
 
Therefore, to maximise participation a questionnaires typically start with less intrusive 
questions followed with the key study questions, these may incorporate ‘funnel’ answer 
options which facilitate a ‘contingency tree’.  Response options are pre-determined and 
conditional on the answers to take the participant to the next subsequent relevant question.  
This link of by-passing irrelevant or unconnected questions is easier to set up electronically 
without imposition on the study participants (Peterson). 
 
Reliability 
 
Assessment of the questions is based on measuring consistency or dependability qualifying 
no changes in the interim outcome to test and retest responses together with each 
participant’s appraisal.  The questions are statistically analysed, for example with 
Cronbach's (alpha), to estimate the internal reliability of a psychometric test by evaluation 
the relationship between a set of group items. 
 
Developing a questionnaire into a reliable and validated robust instrument is a time sensitive 
process, reliant on the sequence of events with participant’s responses, arranging re-testing, 
evaluation and analysis, and as this is a PhD project with time constraints this proposal was 
reconsidered and a decision was made to use an existing reliable and validated instrument. 
 
